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when you relieve 
nervous indigestion with...... 


Clinical and pharmacological 

results show that the dual action of BENTYL 
(musculotropic, neurotropic) provides 
complete and more comfortable relief 

than that of all other antispasmodics tested. 


DOSAGE: Two capsules three times daily, before 
or after meals. If necessary, repeat dose at bedtime. 


1. Hock, C.W.: J. Med. Assn. Ga. 40: Jan., 1951 
2. Hufford, A.R.: J. Mich. St. Med. Soc. 49:1308, 1950 
3. Chamberlain, D.T.: Gastroenterology 17: Feb., 1951 


BENTYL 


for comfortable relief of nervous in- 
digestion 


BENTYL 
with PHENOBARBITAL 
when synergistic sedation is desired 


Trade-mark "Bentyl" Hydrochloride New York — CINCINNATI — Toronto 
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ASTHMA 
82% IMPROVED | 


HAY FEVER | 
87% improveo 


URTICARIA 
98% IMPROVED 


THENFADIL, a new antihistaminic, has proved to be highly effec- 
tive even in bronchial asthma. Experimentally in animals, Thenfadil, 
ethylenediamine 


hydrochloride) has been shown to be up to eight times more 


active against histamine reaction than several older antihistaminics. 


Clinically, Thenfadil produces excellent results in the common 


allergic disorders. It is comparatively well tolerated, side effects 
occurring in only 14 per cent of cases— mostly transient sedation. 


Winthrop-Stearns Inc., New York 18, N. Y., Windsor, Ont. 


henfadil 


HIGHLY EFFECTIVE 
ANTIHISTAMINIC 


well 


Thenfadil, trademark reg. U.S. & Canada 


GP @ Volume Ill, Number 3 


e : 
e 
‘ 
; 
a 
\es iow 
2 


Contents 


MARCH 1951 


VOLUME NUMBER 3 


GP is published monthly by the American 
Academy of General Practice. Materials for 
publication should be addressed to the Edi- 
torial and Business Offices: Broadway at 
Thirty-fourth St., Kansas City 2, Missouri. Pub- 
lication Office (printer): 1717 Washington 
Street, Kansas City 8, Missouri. Advertising 
Office: 4 Wilsey Square, Ridgewood, New 
Jersey. © One dollar a copy. By subscription: 
$5.00 a year to members of the American 
Academy of General Practice, $10.00 a year 
to others in U.S.A. and Canada. $12.00 in 
foreign countries. Entered as second-class mat- 
ter at the post office at Kansas City 8, Missouri. 
©@ Printed in U.S.A. Copyright, 1951, by 
the American Academy of General Practice. 


ARTICLES 


Present Status of Caries Control . . . . . 32 
Maury Massler, D.D.S. 


Androgen-Estrogen Treatment in the Menopause 39 
S. J. Glass, M.D., and M. R. Shapiro, M.D. 


Surgery in Thoracic 
Paul C. Samson, M.D. 


Diarrhea in Infancy . . OSI 


Ralph H. Kunstadter, M.D., and Lawrence Breslow, M.D. 


Electrocardiography for the General Practitioner 59 


Travis Winsor, M.D. 


DEPARTMENTS 


Secretary's Newsletter . . . opposite page 8 


This Month’s Authors . . . . . . . 15 
Practical Therapeutics . . . . . . . . 70 


Tips from Other Journals . . . . . . . 81 
Information Please . . . . .... 85 
Business and Economics. . . . . . . . 89 
The Practitioner's Bookshelf . . . . . . 105 


Academy Reports and News . . . . . .« 117 


4 
2% 
- 
a GP @ March, 1951 3 


A FEBRUARY 1951 PUBLICATION 


ITS 
PROGRESSIVE TECHNIC 


| AND 
RESISTANCE 


EXERCISE APPLICATION 


THOMAS L. DeLORME, M.D. ARTHUR L. WATKINS, M.D. 

Asst. in Physical Medicine, Clinical Professor of Medicine and 

Massachusetts General Hospital Chief of Physical Medicine, Harvard 
Medical School 


With Foreword by 


JOSEPH S. BARR, M.D. 
Head of Dept. of Orthopedic Surgery, 
Massachusetts General Hospital 


This new manual for physicians, surgeons and physical therapists presents 
the physiological basis for and the technic for the therapeutic exercise of 
muscles to restore them to maximum functional efficiency. 


It applies such corrective exercise to the aftercare of fractures; other injuries 
of muscles, bones and joints; and the aftercare of orthopedic surgical patients. 
It describes in detail its particular value in the treatment of poliomyelitis 
and in chronic neurological disorders such as multiple sclerosis, Parkinson’s 
disease and hemiplegia. 


It discusses the highly satisfactory results which have followed use of such 
exercise in the rehabilitation of arthritic patients, and in treating industrial 
injuries as well as athletic injuries. 


The numerous drawings and photographs of specific exercises serve as a 
working manual for technicians. All technics are illustrated and described. 


CONTENTS 


Preface—Foreword (by Joseph S. Barr, M.D.)—Introduction—Physiology 
(by Frances A. Hellebrandt, M.D., Med. Coll. of Va.)—Principles—Technics 
—Fractures—Knees (by Francis E. West, M.D., Univ. of Cal.)—Hips—Neuro- 
logical Conditions—Medical Conditions—Adolescents (by J. Roswell Gal- 
lagher, M.D., Phillips Academy, Andover, Mass.)—Index. 


256 Pages. 183 Illustrations on 89 Figures. Publ. Feb. 1951. $5.00 Postpaid. 


ORDER THROUGH BOOKSELLERS, OR 


APPLETON - CENTURY-CROFTS, INC. 


35 West 32nd St., New York 1, N. Y. 
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when decisions depend 


on the 
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PRIODAX 


K 


Cholecystographic agent with distinct 


advantages: sharp, clear contrast of gall- 
bladder; greater freedom from side effects 
and from confusing, equivocal shadows. 


PRI ODAX tablets 
(brand of Iodoalphionic Acid U.S.P.) 


Urographic agent with distinct advantages: 
versatility —for intravenous or retrograde 
pyelography; excellent shadows with no- 
table safety. 


N X solution 
(brand of Sodium Iodomethamate U.S.P.) 


SCHERING CORPORATION: BLOOMFIELD, NEW JERSEY 
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As if there were no 
germ of disease 


Tiiness interferes with best growth. You 
want infants in your care to have every 
possible protection against disease in 
order to help maintain sure steady 
growth and development. 


That’s why so many physicians every- 
where recommend Pet Evaporated 
Milk for infant formula. Sterilized 

in its sealed container, perma- 
nently protected from any 
source of contamination, 
Pet Milk is completely 
safe, as if there were no 
germ of disease in the world. 


You are assured, too, that safe 
Pet Milk retains all the food 
values the best milk can be 
depended upon to supply... 
and that these food values 
are uniform wherever and 
whenever this good milk 
is purchased. 


And it’s thrifty! Pet Milk, 
the original evaporated 
milk, costs less than 

any other form of 
milk... far less than 
special infant feed- 

ing preparations! 

Try Pet Milk for the 
babies in your care! Let this 
safe, low-cost milk help you in 

your continuous fight against disease! 


Favored Form 
of Milk for 
Infant Formula 


PET MILK COMPANY, 1485-C Arcade Building, St. Louis 1, Missouri 
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Office of the Editor: Walter C. Alvarez, M.D., 
700 North Michigan Ave., Chicago 11, Illinois. 


MEMO FROM 


THE MANAGING PUBLISHER 


Tue editorial material of GP is separated into various 
sections or departments for the same reason filing cases 
have drawers. It keeps things together in their proper 
places and makes it easier to find them. 

After letters in the “Yours Truly” department and 
several standard feature pages among advertisements in 
the front, the book opens with editorials. Except for 
occasional guest editorials these are unsigned. Standing 
as the official voice of GP, the editorial “we” may be 
the medical editor, one of the Academy officers or staff 
members, or a member of the Publication Committee. 

Next come five or six original scientific articles. The 
number is determined by the length and the amount of 
space devoted to art or illustration. This section closes 
with the “Practical Therapeutics” feature. 

Questions from readers, with answers supplied by 
the Editorial Advisory Board, appear in “Information 
Please.” “Tips from Other Journals” is conceived not 
as a guide to current literature but as a digest of sig- 
nificant articles offering specific information for busy 
general practitioners. 

For “The Practitioners’ Bookshelf” GP receives new 
books from all the leading publishers. These are sent 
to selected reviewers, whose names appear at the end 
of their reviews. 

“Business and Economics,” “After Hours,” and 
“Academy Reports and News” complete the book. 

At least three of these departments are entirely de- 
pendent upon our readers for their content. Like a wake, 
they won’t amount to anything without friends. 

For “Yours Truly” we like to receive letters that 
are provocative, controversial, corrective, critical, or 
approbative. These columns are open to all who have 
something to say and can say it with grace and con- 
viction. If a reader strongly approves or disapproves of 
some policy or course of organized medicine, this is 
the place for him to express his views. Unlike many 
medical journals, we are as happy to hear from the 
cons as the pros. 

All readers, whether or not they are members of the 
Academy, are invited to submit questions to the “In- 
formation Please” department. This is not a diagnosis- 
by-mail department. Only those questions suitable for 
publication, i.e., those of general interest, are answered. 

Contributions for “After Hours” have, frankly, been 
disappointing. It was conceived as a “hobby corner.” 
We hope more readers with unusual hobbies will share 
them with others in this unique and original feature 
section of GP. —M.F.C. 
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announcing: ‘Resodec’ 


for sodium control 


not a diuretic! not a salt substitute! 


| 
sodium sodium *Resodec’ 


Sodium imbalance causes edema | ‘Resodec’ restores sodium balance 


What it is: ‘Resodec’ is a remarkable new substance* that has the ability 


to remove excess sodium from the contents of the intestinal tract and to 
carry it out of the body in the feces. 

What it does: ‘Resodec’ produces the approximate effect of halving 

the patient’s salt intake—thus assuring adequate sodium control, 

with a minimum of dietary restriction. 


For complete details, see professional literature—available upon request. 


the first positive means of achieving adequate sodium control 
in congestive heart failure 


Smith, Kline & French Laboratories, Philadelphia 


“Resodec’ Trademark *Polycarboxylic cation exchange compound 


GP @ Volume Ill, Number 3 


A 

2) 

# 
é 
_ 
~ 
2 


| 


Secretary's Newsletter SIGNIFICANT EVENTS 


MARCH 1951 


Postgraduate Credit 
for Annual Assembly 


Unanimous Approval 
Given Education Bill 


> Fifteen hours credit for formal postgraduate study will be 
received by Academy members who attend the San Francisco As- 
sembly. A resolution adopted by the Congress of Delegates last 
year provides that the Annual Scientific Assembly shall be 


recognized as formal training. 


The fifty hours of formal study required by the Academy 
By-Laws each three years can nearly be fulfilled by attending the 
Annual meetings. Thus, members are given an added incentive to 
participate in the unique educational experience presented for 
them in the city by the Golden Gate this month. 


sessions and social functions as well as highlight some of the 
scientific lectures presented before the 3,000 physicians 
expected. The film will be shown before state and local groups 
during the ensuing year. 


Tobacco Co. On Wednesday evening nearly 2,000 members and their 
wives are expected to attend the annual banquet in the Palace 
Hotel. 


fessions was the chief topic of interest during the Annual Con- 
gress on Education and Licensure in Chicago last month. Medical 
deans, spokesmen for organized medicine, and military leaders 
met in an atmosphere somewhat heated by news that the Senate 
Committee on Labor and Welfare had unanimously approved S. 3357 
providing for financial aid to medical schools just a few days 
before. 


The bill was reported out for passage on February 15 after 
several amendments were made. Added were provisions from the 
Bolton Bill (H. R. 910) for federal grants for nursing education. 


Simultaneously Surgeon General Leonard Scheele of U.S.P.H.S. 
released a report prepared by an independent and well-balanced 
committee showing that 40 million dollars additional income was 
needed by the nation's medical schools annually. The rather ob- 


vious conclusion is that the A.M.A.'s Medical Education Founda- 
tion must fall short of any realistic remedy for the situa- 
tion, even though the original $500,000 fund is being supple- 
mented with many individual contributions. (California Medi- 
cal Association has contributed $100,000. ) 


a A news feature movie will be made of the Assembly by Wyeth, Inc. 

oe The sound movie will feature and review the important business 

age Two social highlights are scheduled for the week in addition 

ae to the functions arranged for ladies. A one-hour radio talent 

a show will be presented on Monday evening by the R. J. Reynolds 

pe pO > Federal aid to schools of medicine, dentistry, and allied pro- 

| 

eae Passage of the aid to medical education bill in the Senate is 

pi 2 a foregone conclusion. The going will be tougher in the House, 


Medical Manpower 
Conference Topic 


Predict Delay for 
Draft of Class Ill 


but its chances there were improved when the American Legion 
and the American Dental Association endorsed it afortnight ago. 


Medical schools must have public as well as private help to 
meet mounting costs and falling incomes, according to Dr. 
George P. Berry, president-elect of the Association . of “Medical 
Colleges” s and Dean of Harvard. Such statements indicate medical 
school deans do not share the A.M.A.'s determination to fight 
federal aid to the last. The Senate committee disclaimed any 
intention to foster government control of medical schools or 
students in reporting out the bill. Several similar bills have 
been introduced in the House and some kind of action is expected 
within the next few months. 


The mobilization emergency was cited by the Health and Public 
Welfare Committee asa compelling argument for passage e of the 
bill. The same arguments were advanced when S. 445, calling | for 
federal aid to local public health units, was submitted to the 
Senate after approval by the same committee. 


> Another item of urgent importance discussed at the Chicago 
meeting was was medical manpower. Howard Rusk, chief advisor to both 
Selective Service and the National Security Resources Board, 
predicted a deficit of 22,000 physicians by 1954. Conference at- 
tendants were widely divided on the merits and dangers of re- 
turning to the accelerated medical school schedules of World 
War II. Few deans were favorable, though all agreed that ac- 
celeration or expansion (which probably means federal assist- 
ance) was necessary. 


Meanwhile hearings were being conducted in Washington on 
S. I, the military manpower bill, which was later approved by the 
Senate Ai Armed Services Committee. 


ment nt of p mental of rejected se- 
lectees by the government were suStained by the committee. This 
section was deleted when the bill was reported out. The bill 
provides for deferment of 75,000 students annually from the 
universal draft, in addition to those already deferred for 
medical, dental, and allied studies by the Doctor-Draft Law. 


Hope that volunteers and Priorities I and IT under the Doctor- 
pratt Law will fill medical requirements 5 of ‘the armed forces 
was expressed by Col. R. H. Eanes, chief medical officer of the 
Selective Service system, last month. It is possible that no 
Class III or IV doctors will be called. (You are not in either 
of the first two classes unless you were required to register 
under Public Law 779 prior to January 15.) 


Selective Service has classified 9,768 physicians in Class I, 
and 2,173 in Class i. © These, plus volunteers, may fill the 
needs of the military for the present. Future needs may be met 
from new graduates who have completed internships. 


Respectfully yours, 
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Purified belladonna alkaloids in a 

precise mixture assures reprodu 

and constant patient response . 
optimally synergized bya 


ELIXIR) TABLETS 
One teaspoonful elixir or one tablet 
Bar-Don equivalent to approximately 
_ 5 minims tincture belladonna. 
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For SPASMOLYSIS and SEDATION 
THE WARREN-TEED PRODUCTS CO. | 


One out of three 
is tired and nervous 


Low-dosage sedation; 
High-dosage B-complex therapy 
containing Vitamin 


For the patient with 
undue nervousness and 
poor appetite 


ELIXIR VITAMINS B-COMPLEX 
WITH PHENOBARBITAL 


in a delightfully 
appetizing base 
containing 

sherry wine. 
Excellent as 

a medication and 

as a vehicle for other 
water-miscible 
therapeutic agents. 


® 


Wigeth Incorporated 


Philadelphia 2, Pa. 
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bcdelorial Adwisory Board 


Allergy: Harry L. Rogers, M.D., Philadelphia, Pa.; 
George L. Waldbott, M.D., Detroit, Mich. 


Anesthesiology: John Adriani, M.D., New Orleans, 
La.; Robert A. Hingson, M.D., Baltimore, Md.; 
Stevens J. Martin, M.D., Hartford, Conn.; Charles 
F. McCuskey, M.D., Los Angeles, Calif. 


Aviation Medicine: L. H. Bauer, M.D., Hempstead, 
L. I., N. Y.; Howard K. Edwards, M.D., Miami, Fla. 


Cardiac and Vascular Surgery: Alfred Blalock, M.D., 
Baltimore, Md.; Robert E. Gross, M.D., Boston, 
Mass.; Gerald H. Pratt, M. D., New York, N. Y. 


Cardiology: George E. Burch, M.D., New Orleans, 
La.; C. E. de la Chapelle, M.D., New York, N. Y.; 
William H. Gordon, M.D., Lubbock, Tex.; William 
J. Kerr, M.D., San Francisco, Calif.; Louis B. 
Laplace, M.D., Philadelphia, Pa.; Wallace M. Yater, 
M.D., Washington, D. C. 


Chemotherapy, Antibiotics and Infectious Diseases: 
Paul B. Beeson, M.D., Atlanta, Ga.; John W. Brown, 
M.D., Madison, Wis.; Harry F. Downing, M.D., 
Chicago, Ill; Harry A. Feldman, M.D., Syra- 
cuse, N. Y.; Maxwell Finland, M.D., Boston, Mass.; 
Perrin H. Long, M.D., Baltimore, Md.; Karl F. 
Meyer, M.D., San Francisco, Calif.; Theodore E. 
Woodward, M.D., Baltimore, Md. 


Colon and Rectal Diseases: Harry E. Bacon, M.D., 
Philadelphia, Pa.; Robert Turell, M.D., New York. 


Deficiency Diseases: Tom D. Spies, M.D., Birming- 
ham, Ala. 


Dermatology and Syphilology: Leon Goldman, M.D., 
Cincinnati, Ohio; Paul A. O’Leary, M.D., Rochester, 
Minn.; Donald M. Pillsbury, M.D., Philadelphia, 
Pa.; Richard L. Sutton, Jr., M.D., Kansas City, Mo. 


Diseases of the Chest: J. Burns Amberson, M.D., 
New York, N. Y.; Andrew L. Banyai, M.D., Mil- 
waukee, Wis.; Alvan L. Barach, M.D., New York, 
N. Y.; J. Arthur Myers, M.D., Minneapolis, Minn.; 
Maurice S. Segal, M.D., Boston, Mass. 


Endocrinology: Arthur Grollman, M.D., Dallas, Tex.; 
A. E. Rakoff, M.D., Philadelphia, Pa.; E. C. Reif- 
enstein, Jr., M.D., New York, N. Y.; Willard O. 
Thompson, M.D., Chicago, Ill. 


Endoscopy: Edward B. Benedict, M.D., Boston, Mass.; 
Chevalier L. Jackson, M.D., Philadelphia, Pa. 


Eye, Ear, Nose and Throat: Lawrence T. Post, M.D., 
Saint Louis, Mo. 
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Gastroenterology: T. Grier Miller, M.D., Philadelphia, 
Pa.; Martin E. Rehfuss, M.D., Philadelphia, Pa. 


General Medicine: Arthur L. Bloomfield, M.D., San 
Francisco, Calif.; Goronwy O. Broun, M.D., Saint 
Louis, Mo.; Harold Jeghers, M.D., Washington, D. 
C.; William D. Paul, M.D., Iowa City, Iowa; Alli- 
son H. Price, M.D., Philadelphia, Pa.; Edward 
Weiss, M.D., Philadelphia, Pa. 


General Surgery: Arthur W. Allen, M.D., Boston, 
Mass.; H. Glenn Bell, M.D., San Francisco, Calif.; 
Frederick A. Coller, M.D., Ann Arbor, Mich.; 
Robert Elman, M.D., Saint Louis, Mo.; L. Kraeer 
Ferguson, M.D., Philadelphia, Pa.; Willis D. Gatch, 
M.D., Indianapolis, Ind.; Harris B. Shumacker, Jr., 
M.D., Indianapolis, Ind. 


Hematology: Cyrus C. Sturgis, M.D., Ann Arbor, 
Mich.; Maxwell M. Wintrobe, M.D., Salt Lake City, 
Utah. 


Industrial Medicine: Robert A. Kehoe, M.D., Cincin- 
nati, Ohio; Clarence D. Selby, M.D., Ann Arbor, 
Mich. 


Laboratory Medicine: Reuben L. Kahn, D.Sc., Ann 
Arbor, Mich.; Frank W. Konzelmann, M.D., 
Atlantic City, N. J.; Raymond O. Muether, M.D., 
Saint Louis, Mo. 


Neoplastic Diseases: Leland R. Cowan, M.D., Salt 
Lake City, Utah; Lowell A. Erf, M.D., Philadelphia, 
Pa.; George T. Pack, M.D., New York, N. Y.; Dr. 
Edith H. Quimby, New York, N. Y.; I. Snapper, 
M.D., New York, N. Y. 


Neurological Surgery: Howard C. Naffziger, M.D., 
San Francisco, Calif.; R. Glenn Spurling, M.D., 
Louisville, Ky. 


Obstetrics and Gynecology: Robert J. Crossen, M.D., 
Saint Louis, Mo.; J. P. Greenhill, M.D., Chicago, 
Ill.; Thaddeus L. Montgomery, M.D., Philadelphia, 
Pa.; Emil Novak, M.D., Baltimore, Md.; Ernest W. 
Page, M.D., San Francisco, Calif.; Richard W. Te 
Linde, M.D., Baltimore, Md. 


Oral and Plastic Surgery: James Barrett Brown, M.D., 
Saint Louis, Mo.; Paul W. Greeley, M.D., Chicago, 
Ill.; V. H. Kazanjian, M.D., Boston, Mass. 


Orthopedic Surgery: Edward L. Compere, M.D., Chi- 
cago, Ill.; Ralph K. Ghormley, M.D., Rochester, 
Minn. 

(Continued on page 13) 
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Now...Vitamin A, GC, D Drops 


| 
| 


in aqueous solution | for better absorption 


quasperse 


Vitamin ACD Drops 


Advantages: 


Aqueous Solution—means 
faster and more efficient ab- 
sorption of the fat-soluble vi- 
tamins A and D. 


In conditions in which fat ab- 
sorption is impaired, such as 
diarrheas, celiac disease, he- 
patie and biliary disturbances, 
the value of an aqueous solu- 
tion is obvious. 


Hypoatlergenie—all the 
component vitamins of Aqua- 
sperse are synthetic. Conse- 
quently it may be used where 
patients cannot tolerate nat- 
ural source vitamins. 


Pleasant flavor...no ob- 
jectionable odor— Aqua- 
sperse has an appealing, slight- 
ly citrus flavor and practically 
no odor. 


EACH 0.6 CC. CONTAINS: 


vitamin A 
vitamin D; 
ascorbic acid 


5000 U.S.P. Units 
1000 U.S.P. Units 


Note: The vitamin D; in Aquasperse is chemically identical and biologically 
equivalent to the vitamin D of cod liver oil. 


Available—In bottles of 15 cc. and 50 ce. (with calibrated dropper) 


WHITE LABORATORIES, INC., Pharmaceutical Manufacturers, Newark 7, N. J. 
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(Continued from page 11) 
Pathology: Emma S. Moss, M.D., New Orleans, La. 


Pediatrics: Henry Bakwin, M.D., New York, N. Y.; 
Katharine Dodd, M.D., Cincinnati, Ohio; Archibald 
L. Hoyne, M.D., Chicago, Ill.; Irvine McQuarrie, 
M.D., Minneapolis, Minn.; Bret Ratner, M.D., New 
York, N. Y.; James L. Wilson, M.D., Ann Arbor, 
Mich. 


Pediatric Surgery: Herbert E. Coe, M.D., Seattle, 
Wash. 


Pharmaceutical Research and Development: K. K. 
Chen, M.D., Indianapolis, Ind.; Charles E. Dutchess, 
M.D., New York, N. Y. 


Physical Medicine and Rehabilitation: Frank H. 
Krusen, M.D., Rochester, Minn. 


Physiology, Pharmacology and Therapeutics: McKeen 
Cattell, M.D., New York, N. Y.; J. H. Comroe, Jr., 
M.D., Philadelphia, Pa.; Martin Fischer, M.D., Cin- 
cinnati, Ohio; Harold Gold, M.D., New York, N. Y.; 
John C. Krantz, Jr., Ph.D., Baltimore, Md. 


Preventive Medicine, Public Health and Statistics: F. 
C. Beelman, M.D., Topeka, Kan.; John E. Gordon, 
M.D., Boston, Mass.; Edward G. McGavran, M.D., 
Chapel Hill, N. C.; Ernest L. Stebbins, M.D., 
Baltimore, Md.; D. E. Waggoner, M.P.H., Topeka, 
Kan. 


Psychiatry and Neurology: Bernard J. Alpers, M.D., 
Philadelphia, Pa.; Charles D. Aring, M.D., Cincin- 
nati, Ohio; William C. Menninger, M.D., Topeka, 
Kan.; Herbert S. Ripley, M.D., Seattle, Wash.; 
Edward A. Strecker, M.D., Philadelphia, Pa.; Harold 
Wolff, M.D., New York, N. Y. 


Radiology: L. H. Garland, M.D., San Francisco, 
Calif.; Ross Golden, M.D., New York, N. Y.; Leo 
G. Rigler, M.D., Minneapolis, Minn.; Paul C. 
Swenson, M.D., Philadelphia, Pa. 


Rheumatic Disorders and Arthritis: Thomas McPher- 
son Brown, M.D., Washington, D. C.; W. Paul 
Holbrook, M.D., Tucson, Ariz.; John H. Talbott, 
M.D., Buffalo, N. Y. 


Thoracic Surgery: Paul C. Samson, M.D., Oakland, 
Calif.; William M. Tuttle, M.D., Detroit, Mich. 


Toxicology: Harrison S. Martland, M.D., Newark, N. J. 


Tropical Medicine: Joseph S. D’Antoni, M.D., New 
Orleans, La.; William A. Sodeman, M.D., New Or- 
leans, La. 


Urology: J. A. Campbell Colston, M.D., Baltimore, 
Md.; Charles D. Creevy, M.D., Minneapolis, Minn. 


Virus and Rickettsial Diseases: John H. Dingle, M.D., 
Cleveland, Ohio; Hobart A. Reimann, M.D., Phil- 
adelphia, Pa. 


A Richer Source of Calcium 


CONTAINING THE NEW CALCIUM SALT— 
CALCIUM LEVULINATE—w/ VITAMINS 


% Richer in assimilable calcium (13.1%) 
* Chocolate flavored—No chalky taste 
%* Non-irritating—No side effects 


@ EACH TABLET CONTAINS 


Calcium Levulinat 


@ INDICATIONS 


Vitamin B; (Thiamine) 


DOSAGE 
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Vitamin C (Ascorbic Acid) 
Vitamin D(Steenbock) 250 U.S.P. Units 


Prophylactic—1 tablet t.i.d. 
Therapeutic—2-3 tablets t.i.d. 


WILCO LABORATORIES 


800 N. Clark St. 


Tetany 
Arthritis 
Skin Conditions 
Muscular Fatigue 
Bone Fractures 
Parathyroid Deficiency 
Pregnancy and Lactation 


Chicago 10, Ill. 


Send for 
sample and 
literature 


Enclose 
professional 
card. 
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An Annual 


The essence of the year’s ad- 
vances in procedures, technics 
and therapy, adapted to the 
needs of daily practice —ready 
for application in the consult- 
ing room or ward. 

Under the editorial direction 
of Youmans (Editor-in-Chief), 
Morgan & Tillman (Internal 
Medicine), Whitacre (Obstetrics 
& Gynecology), Rubin (Pediat- 
rics), Ebaugh & O’Hearne (Psy- 
chiatry), 15 special contributors 
present an evaluation of medi- 
cal progress—original contribu- 
tions, written in narrative style. 


1951 + Third Issue 


Timely, concise, reliable—con- 
tinues the high standard set by 
previous issues—may serve as 
a postgraduate course—saves 
hours of reading and research. 
A single, economical source for 
usable information in 20 divi- 
sions of general medicine and 
surgery. The new, more com- 
pact format increases the use- 
fulness of this year’s issue. 


CHECKED AND EDITED 
UP TO PRESS TIME 


One Printing Only $5 00 


J. B. LIPPINCOTT COMPANY, E. Washington Square, Philadelphia 5, Pa. 
Please enter my order and send me: 
0 MEpIcINE OF THE YEAR, Third Issue, 1951, $5.00 


Name 


Street 


Philadelphia « London « Montreal City, Zone, State a) Charge my account 
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Monthi Authors 


S. J. Glass, M.D., 


was graduated from the Medical School of the University of Toronto in Ontario, 
Canada, in 1923. Since 1930 he has been Chief of the Department of Endocrinology 
at the Cedars of Lebanon Hospital at Los Angeles. He is also a Research Associate 
in the Zoology Department of the University of California at Los Angeles. Doctor 
Glass’ favorite lines of clinical investigation have been in the fields of therapy of the 
menopause, the influence of the liver on sex endocrine function, and sex hormonal 
aspects of sex deviation, in all three of which he has reported original observations. 


Ralph H. Kunstadter, M.D., 
practices in Chicago where he is Associate Attending Pediatrician and Chief of the 
Children’s Endocrine Clinic at Michael Reese Hospital. He is a graduate of the 
University of Illinois College of Medicine and interned at the hospital with which 
he is now affliated. During World War II, Doctor Kunstadter held the rank of 
lieutenant colonel in the Army Medical Corps and was Chief of Medical Services 
at 236th General and Vaughn General Hospitals. He is on the Medical Advisory Com- 
mittee of the Cook County Chapter, National Foundation for Infantile Paralysis. 


Maury Massler, D.D.S., 


is Professor and Head of the Division of Graduate Pedodontics and Director of the 
Child Research Clinic at the University of Illinois College of Dentistry. He lectures 
in stomatology at the University’s College of Medicine and is Supervisor of Hospital 
Dental Services at Research and Educational Hospitals of the school. More than one 
hundred articles by him have appeared in the major scientific journals. He has con- 
tributed chapters to a number of textbooks and is co-author of Atlas of the Mouth and 
Textbook of Dentistry for Children. 


William G. Sawitz, M.D., 


was graduated from medical school in Rostock, Germany. He served his internship and 
later practiced in Berlin. He was Assistant Instructor and Assistant Professor in the 
Department of Tropical Medicine, Tulane University, New Orleans, from 1936 to 
1943. Since that time, Doctor Sawitz has been associated with The Jefferson Medical 
College of Philadelphia, where he is Associate Professor of Parasitology and Associate 
in Medicine. The author of numerous papers pertaining to parasitology and_ parasitic 
and tropical diseases, Doctor Sawitz also wrote the book, Medical Parasitology. 


Travis Winsor, M.D., 
Director of the Nash Cardiovascular Foundation of The Hospital of the Good 


Samaritan at Los Angeles, is also Assistant Clinical Professor of Medicine at the 
University of Southern California Medical School. He is Attending Physician, Cardiac 
Clinic, The Children’s Hospital. A graduate of Stanford University School of Medicine, 
Doctor Winsor served his internship at Alameda County Hospital in Oakland. He was 
formerly Instructor in Medicine at Tulane Medical School. He has contributed more 
than forty articles to the medical literature. 
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B wide spectrum of 


antibacterial action 


B additive and possibly 
synergistic antibacterial potency 


@ markedly greater safety 


in systemic sulfonamide therapy 


ane-cillin apparent reduction in 


| hypersensitive reactions 
less possibility 


of development of 


drug-resistant organisms 


Each teaspoonful (5 cc.) supplies: 


excellent flai or, 100,000 units buffered penicillin G potassium 


convenience and -167 Gm. Sulfadiazine 


ECONOMY .167 Gm. Sulfamerazine 


. .167 Gm. SULFACETIMIDE—the sulfonamide of 
Jor the patient. 
choice for the third component 


. Supplied: In 60 cc. bottles containing 1,200,000 units 
of penicillin G potassium and 6 Gm. of triple sulfonamide 
mixture, 


WHITE LABORATORIES, INC. 


Pharmaceutical Manufacturers, Newark 7, N. J. 
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... now they’re due 


for a 


with NEW, better-tasting NEMBUTAL Za 


@ Of course, the new NEMBUTAL Elixir isn’t so delicious 
that patients will crave it, but in view of the fact that it 
contains a bitter tasting drug, it is decidedly palatable. 
Adults and children can take it straight without difficulty. 
If they should object, it can be diluted with water or 
fruit juices, making the taste hardly noticeable. 

The new NEMBUTAL Elixir is an attractive golden-orange, 
with a pleasant spicy flavor and aroma. It is much less 
viscous than the old product, making it readily miscible 
with other medication. Its compatibility is wider, too. 
A pH of 4 makes it compatible with many other 
products. Also, it can be mixed with infant's formula or 


whole milk and will remain stable even when heated. 


(PENTOBARBITAL, ABBOTT) 


Among the ingredients that made the new Elixir pos- 
sible is SUCARYL* Sodium, Abbott’s non-caloric, heat- 
stable sweetening agent, which was substituted for much 
of the sugar. This improved the taste and miscibility. 

Potency of the new Elixir is the same as that of the old, 
one teaspoonful (1 fi.dr.) representing 15 mg. (“4 gr.) of 
short-acting NEMBUTAL Sodium. Pharmacies have NEM- 
BUTAL Elixir in 1-pint shelf-saving and 1-gallon bottles. For 


further information, just drop a line to 


Abbott Laboratories, North Chicago, Ill. Obbott 


REMEMBER: In equal oral doses, no other barbiturate com- 


bines QUICKER, BRIEFER, MORE PROFOUND EFFECT than NEMBUTAL. 


*TRADE MARK FOR CYCLAMATE SODIUM, ABBOTT 
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NOW an entirely new approach to 


intranasal infections 


anti-bacterial anti-allergic decongestive 


Drilitol is the only nose drop effective against both gram-neg- 
ative and gram-positive pathogens. It contains two potent 
and synergistic antibiotics: 


Polymyxin (neW)..... . anti-gram negative 


The antibacterial spectrum of Drilitol is extremely wide. 
And, because Drilitol is both bacteriostatic and bactericidal, 
infection is controlled much more rapidly than if it were 


only bacteriostatic. 


Drilitol also contains an efficient antihistaminic, thenyl- 
pyramine, and an effective vasoconstrictor, Council-accepted 


*Paredrine’* Hydrobromide. 


Drilitol will help you reduce the duration, severity and com- 
plications of many common intranasal infections. 


Dosage: Adults: Three or four drops (1 dropperful) in each 


nostril, 4 or 5 times a day, not oftener than once every 2 hours. 
Children: 4% the adult dosage. 


Available: In fl. oz. bottles with special dropper that 


delivers the adult dose. 
Smith, Kline & French Laboratories, Philadelphia *Trademark 


Formula: Drilitol is a stable, isotonic, aqueous solution containing gramicidin, 0.005%; polymyxin B 
sulfate, 500 units/cc.; thenylpyramine hydrochloride, 0.2%; ‘Paredrine’ Hydrobromide (hydroxyam- 


phetamine hydrobromide, S.K.F.), 1%. Preserved with thimerosal, 1:100,000. 


GP @ March, 1951 


o 
: 
° 
ae 
17 


The double trouble in managing obese patients is a twin torment 
of appetite and bulk hunger. One might successfully depress 
appetite, but the intense, gnawing hunger and sense of empti- 
ness which besets many obese patients on a restricted diet can- 
not be easily controlled by the will alone. 

OBOCELL—a combined hunger and appetite depressant — 
doubles the power of resistance and makes adherence to a re- 
stricted diet much easier for more prolonged periods because 
both bulk hunger and appetite are treated synonymously. 

OBOCELL supplies methylcellulose (150 mg.), an indigestible, 
non-nutritive bulking agent, plus dextro-amphetamine phosphate 
(5 mg.), the most potent agent to curb the appetite. Supplied: 
Bottles of 100, 500, 1000 at prescription pharmacies everywhere. 


IRWIN, NEISLER & CO. ne DECATUR, ILLINOIS 
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LETTERS FROM OUR READERS 


“Say Ah’ aa 


Dear Doctor Alvarez: 

The time-honored technic of throat examination is 
well described in Cabot’s Physical Diagnosis as follows: 
“Ask [the patient] to open his mouth without pro- 
truding the tongue. Ask him to say ‘Ah.’ Then gently 
press down and forward on the dorsum of the tongue 
with a spoon or tongue depressor until a good view of 
the throat is obtained.” 

Through the years this technic has become so well 
standardized and so familiar that the mere sight of a 
tongue depressor will induce most any patient of any 
age to open the mouth and say “Ah.” 

This method of examination unfortunately, causes 
nausea and gagging, even vomiting, in many patients. 
I hereby submit a much more satisfactory method. 

Instruct the patient merely to breathe deeply through 
the open mouth when the tongue depressor is placed 
on the tongue and to refrain from saying “Ah.” The 
deep inspiration not only raises the uvula and sepa- 
rates the tonsillar pillars, but also prevents the gag re- 
flex from acting. 

This effect of the deep inspiration in subduing the 
gag reflex can also be made use of when passing a 
stomach tube of small caliber. If the patient keeps the 
mouth widely opened and breathes deeply, the tube 
can be passed into the esophagus with a minimum of 
gagging. Continuation of this deep breathing will draw 
the tube into the stomach (by the negative pressure 
caused by the descent of the diaphragm) without the 
necessity of the patient swallowing at any time. 

Lyon M.D. 
Valley Stream 
New York 


From the Ladies 


Dear Wives of Academy Members: 

The Woman’s Auxiliary to the Louisiana Academy 
of General Practice is very proud of the honor of being 
the first auxiliary in the country to an Academy chap- 
ter. Since our inception in April, 1948, we have be- 
come an integral part of our husbands’ chosen field in 
the medical profession. 


The general practitioner in Louisiana has found 
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need for the services of the wives that could be ren- 
dered only through the organization, co-operation, and 
friendliness as it exists in the Auxiliary; and this with- 
out encroaching on the programs of district, county, 
or state medical society auxiliaries. 
This meeting on common ground, where the lan- 
guage, as it were, of other general practitioners’ wives 
is spoken, has enabled us to undertake two unique 
Projects: support of the national Building Fund, as 
well as the selection of a “General Practitioner’s Wife 
of the Year.” 
If there are other auxiliaries to Academy state chap- 
ters, we hope they will exchange ideas with us, for 
only through such co-operation and harmony can re- 
sults be obtained and the ideals of the Academy up- 
held. 
The Woman’s Auxiliary to the Louisiana chapter 
will be happy to hear from all readers, and is grateful 
for the opportunity of talking to you in this manner. 
Mrs. Georce D. FeLpNer 
President 

3814 Louisiana Avenue Parkway 

New Orleans 15, Louisiana 


Inflation Marches On 
Dear Sir: 


The inflation goes forward—economists calculate 
that it will continue at a rate of 10 per cent a year. 
Can any private retirement plan cope with it? Only 
the government can declare that the retirement income 
will be doubled—as it recently did with Social Security 
payments. Perhaps this may arbitrarily be doubled 20 
times before I reach retirement age while my savings 
go on at 3 per cent in E Bonds or I risk the whole 
works on a market crash. 

We doctors should be included, or at least given 
the privilege if we so desire! If general inflation or 
union action causes the payments to be doubled just 
twice before I reach retirement age, they would be 
close to $800 per month, and this would represent only 
minimum living income. Anything else we might save 
would only represent the difference due a professional 
man. 

No matter how basically unsound, a social security 

(Continued on page 21) 
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you can still decide come 


SCIENTIFIC ASSEMBLY 


SAN FRANCISCO MAR. 19-22 


If you have been putting off the decision to go to San Francisco . . . if you are 
beginning to regret not sending your reservation weeks ago . . . YOU CAN STILL 
MAKE IT! For the most constructive meeting in ‘51, for fun and a well-deserved 
rest, make the decision TODAY! 


HERE IS WHAT THIS OUTSTANDING MEETING WILL GIVE YOU 


ANALYSIS OF THE “FAMILY PHYSICIAN’ FUNCTION 


In two half-day symposia, featuring the outstanding authorities of the country, the 
general practitioner’s role as family physician will be examined and therapies in 
present-day psychosomatic disorders discussed. Six of the panel members will give 
supplementary lectures. 


REVIEWS OF COMMON GENERAL PRACTICE PROBLEMS 


This program will bring you helpful ideas on Pre- and Postnatal Care, Office Neu- 
rology, Laboratory Techniques, Obesity and Thinness, Care of the Dying, Pediatrics 
and Geriatrics, Office Surgery, and Medical Philosophy. 


INTEGRATED SCIENTIFIC EXHIBITS 


Many of this year’s exhibits have been designed to illustrate and supplement dis- 
cussions in the teaching program. This is a new feature in medical meetings. 


ENTERTAINMENT FEATURES 


A big show Monday evening, provided by the R. J. Reynolds Co., features Dick 
Powell and other Camel radio stars. The Annual Banquet will be outstanding—a 
noted speaker and a fine dinner. 


PROGRAM FOR THE LADIES 


There is a fashion show-luncheon, with an entertaining talk by Dr. Evelyn Duvall, 
a tour of the city and a tea at the deYoung Museum. (San Francisco is famous for 
its shops, too.) 


AND CALIFORNIA IN THE SPRING! 


If you've had a long, rough winter, you will thoroughly enjoy a week in San Fran- 
cisco’s sparkling spring weather. Come on out and relax—you’ve earned a little 
vacation. 


Not to mention 15 hours of postgraduate training credit 
WIRE your hotel reservation— TODAY — to: 


A.A.G.P. HOUSING BUREAU, Rm. 200, 61 Grove St., San Francisco 2 
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(Continued from page 19) 
for the citizens should include all citizens. If we feel 
that it is basically unsound, we as educated people 
should bring about legislation to improve it for the 
sake of all the people. 
H. K. Marcy, M.D. 


Pottstown. Pennsvlvania 


Relief with Testosterone 
Dear Sir: 


In answering the query regarding endometriosis 
(November GP, p. 80), it seems to me that some men- 
tion should have been made of the use of testosterone in 
the conservative treatment of endometriosis in the fe- 
males who have not yet gone through the menopause. 

We have had splendid results with this and in the 
younger age group apparently it has had no effect on 
fertility, although it does cause increase in the libido 
in some cases, and certainly it does give relief. 

D. G. Mriter, Jr., M.D. 
Morgantown, Kentucky 


Wrong Pew 


Dear Sir: 

On page 51 of the November issue of GP in an 
article by Dr. Herman Goodman, there is a bit of mis- 
information which we trust can be corrected. 

In a listing of antihistamines and manufacturers it 
is stated that Anthallan is a product of Nepera Chemi- 
cal Co., Inc. Nepera has never manufactured nor 
marketed Anthallan. 

M. 
Nepera Chemical Co., Inc. 
New York 


Herewith, GP’s appreciation to Nepera for catching 
our error—also our apologies to Medico Chemical Cor- 
poration of America, manufacturers of Anthallan cap- 
sules.—Ep. 


Salute to GP 


Dear Sir: 

Ever since receiving your first issue and finding that 
the subsequent ones not only were as good but even 
better, I have had in mind running a salute to GP on 
its birthday. 

The story should be told. GP has certainly made 
history in medical periodicals publishing. 

Since receiving your permission to condense articles 
from GP for Current Medical Digest, I have had a GP 
condensation in every issue except one from August, 
1950, to January, 1951, inclusive. All of these have 
been feature articles. 

Can you furnish me with material from which I 
might prepare something on the American Academy 
of General Practice and GP? The points I would like 
to have covered are: history of the organization of the 
Academy qualifications for membership, dues, etc., to- 


(Continued on page 23) 
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Doctors buy 
Liebel-Flarsheim 


because it 
ofers more! 


MORE TIME SAVING: the incomparable Air- 
Spaced Plates and Patented Hinged 
Treatment Drum will conserve your 
valuable time. 

MORE FLEXIBILITY AND VERSATILITY: any and all 
applicators can be used on L-F diathermy 
units. 

MORE POWER than you'll ever need. 

MORE ECONOMICAL to operate. 


$0... when it comes to depend- 
able diathermy, doctors can't afford 
anything less than the best... 


LIEBEL-FLARSHEIM DIATHERMY 


LIEBEL-FLARSHEIM CO., CINCINNATI 2, OHIO 
men: Please send me—without obligation—my copy of 
latest bulletin describing the L-F diathermy unit. 


NAME 


ADDRESS. 
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New combination of complementary local 
analgesics, quick-acting zolamine and /ong- 
acting Eucupin, gives more rapid and more 
sustained relief of otalgia. 


As compared to benzocaine and chem- 
ically related compounds, zolamine and 
Eucupin are more potent and therefore 
produce a clinically more desirable local 
analgesic effect. 


Otodyne is slightly viscous, thus adher- 
ence of the active ingredients to the epider- 
mal surface is promoted. Hygroscopic ac- 
tion effects mild decongestion. 


*“Eucupin”—Brand of isoamylhydrocupreine 1s a 
registered trademark of White Laboratories, Inc. 


Now... more rapid, more sustained relief of earache 


NEW—two analgesics combined for 
complemental effect 


EUCUPIN 
INTENSITY for long-sustained 
| / 
/ ZOLAMINE 
for more rapid relief 


DURATION OF ANESTHESIA 


Formula: 

Zolamine (N, N-dimethyl-N’2-thiazolyl-N’-p- 
methoxybenzyl-ethylenediamine)......... 

Eucupin® dihydrochloride*................ 0.1% 

q. Ss. 


Dropper bottles of Yz fluid ounce (15 cc.) 


While OTODYNE NEW ANALGESIC EAR DROP 


WHITE 
LABORATORIES, INC. 
Pharmaceutical 


Manufacturers, 
Newark 7, N. J. 
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(Continued from page 21) 
gether with the story of GP, its different type of make- 
up, and its emphasis upon practical articles well illus- 
trated. To accompany the story of GP, I should like 
some illustrations to show the distinctly different 
character of GP. 
J. Wiscorr 
Managing Editor 
Current Medical Digest 
Baltimore, Maryland 


We have been honored by the frequency with which 
Current Medical Digest has found GP articles worthy 
of report during the past six months. Needless to say, 
Mr. Wiscott has been supplied with material necessary 
to the preparation of an article, and we are sure every 
Academy member will look forward with eagerness to 
reading his “Salute,” in the March issue of C.M.D.—Ep. 


A Tribute to the Editors 


Dear Sir: 

I thought that you would be interested in the fact 
that representatives of a pharmaceutical company are 
currently calling on the profession offering them first 
a reprint from GP of October, 1950. This is an article 
entitled “Hormone Therapy in Uterine Bleeding” by 
Edward C. Reifenstein, Jr., M.D. In the accompany- 
ing promotional literature, some of the charts from the 
original article are used and at the bottom credit is 


given to GP. It is certainly a tribute to the editors and 
their choice of material for the commercial manufac- 
turers to so quickly use our publication for this pur- 


Possibly this has been called to your attention be- 
fore, but it is certainly a sign that our magazine as 
well as our organization is a recognizable force in or- 
ganized medicine. 

Anprew S. Toms, M.D. 
Victoria, Texas 


Privileges for Eighty-one 


Dear Sir: 

We have been able to organize a department of 
General Practice at Mercy Hospital, extending the 
privileges of the hospital to 81 general practitioners. 
This constitutes the largest department at our hospital. 
Since we have no outpatient department or clinics at the 
present time, we believe that it is not imperative to 
organize the department in Attending and Courtesy 
sections. However, a meeting of the entire group will 
be called within a short time and a director of the 
department chosen. He will serve on the Medical 
Board of the Staff, together with the directors of the 
other departments. 

Joun W. Loves 
Chancellor 
Mercy Hospital 
Miami, Florida 


BILIARY SLOW-DOWN 


AND FAULTY FAT DIGESTION 


What OXACHOLIN does for your Patient 


OX BILE stimulates bile secretion and improves bile salt 


concentration of dilute bile. 


OXIDIZED MIXED OX BILE ACIDS promote thin free 
flowing bile, thus effecting prompt drainage of the bili- 
ary ducts. 

STEAPSIN (Lipase) the true fat splitting enzyme of pan- 
creatic juice, assures improved fat digestion. This pure 
enzyme is used rather than pancreatin since the latter 
is not standardized for lipolytic activity. 


PHENOBARBITAL and HOMATROPINE METHYLBROMIDE 
work together to provide smooth muscle and sphincter 
relaxation along with sedation. 


Samples on Request 


Each Enteric Tablet contains: 


Oxidized Bile Acids 
Ox Bile Purified 


Supplied: Bottles 100, 1000 


THE COLUMBUS PHARMACAL CO. COLUMBUS 15, ONIO. 
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oxaCholin 
Steapsin SO Mg, 
Phenoborbital 8 mg. 
Homotropine Methylbromide..... 1.3 mg, 
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harmacal 


Daytime 


the Aged 


Urging the “selection of specific barbiturates for specific purposes,” Dripps' writes of his 
results with Butabarbital Sodium (Butisol Sodium): 


“Fifteen of the patients receiving prolonged sedation were 65 years of age or older. The 
results of 15 mg. doses in these patients were remarkably good. The patients were 
suffering from such conditions as peptic ulcer, coronary occlusion, hyperthyroidism, 


congestive heart failure and hypertension .. . 


“Anxiety states in the older age groups appeared to respond well to small doses 
| of the sedative.” 


The action of Butisol Sodium is “intermediate between the fast-acting derivative, pento- 
992 


barbital, and the longer-acting barbital and phenobarbital. 


Butisol is “destroyed fairly rapidly in the body.’? With proper regulation of dosage 
there is no cumulative action and a minimum of lethargy and “hang-over.” 


DOSAGE FORMS: Elixir Butisol Sodium, 0.2 Gm. 
(3 gr.) per fl. oz. Also Capsules and Tablets, 0.1 
Gm. (1% gr.); Tablets, 15 mg. (4 gr.), 30 mg. 
(% gr.) and 50 mg. (34 gr.). 


Dripps, R. D.: Selective Utilization of Barbi. 
turates, J.A.M.A. 139:148-150 Uan.15) 1949, 


nN 


. New & Nonofficial Remedies, Council on 
Pharmacy and Chemistry, A.M.A., J. B 
Lippincott, 1948, pp. 452-453. 

. New & Nonofficial Remedies, Council on 
Pharmacy and Chemistry, A.M.A. J. B, 
Lippincott, 1948, p. 453. 


wo 


COUNCIL ON 
PHARMACY 


McNEIL LABORATORIES, INC., PHILADELPHIA 32, PENNSYLVANIA 
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BUTISOL® 
SODIUM 
McNEIL 


-Its bright, green color and refreshing 
flavor appeal to all; excellent 
prescription vehicle. 

Clinical samples on request. 
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The natural oil globules in | Im] U X& Ls) iss 


(Homogenized Vitamins A, Bi, Be, C, and D, Lilly), as in milk, are so finely 


subdivided that they are easily and completely assimilated. Such minute particles 


readily surrender their vitamin content to the delicate digestive tract of even the 


smallest infant. The essential water-soluble factors further round out this formula 


to give young patients full protection from vitamin deficiencies. 
The new pint-size economy package reduces the cost of the daily dose 


in early infancy to less than two cents. 


Silty 


ELI LILLY AND COMPANY © INDIANAPOLIS 6, INDIANA, U.S.A. 


Complete literature on Lilly vitamin products for prescription use is available 
from your Lilly medical service representative or will be forwarded upon request. 
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Edelorialy 


Influenza on the March Again 


IN THE last two months an epidemic of influenza 
has been raging in the United Kingdom. In 
six weeks the reported deaths from the disease 
shot up from 28 to 1,599. Undertakers and grave 
diggers have been ten or twenty days behind 
in their work. In Plymouth one out of ten of the 
overworked doctors was down with the disease. 
No one knows how many persons have been ill, 
but in one week sickness benefits claims rose 
from 128,842 to 246,223. 

Fortunately the latest news from Great Britain 
indicates that the epidemic has reached its peak 
and is on the wane. The incubation period ap- 
pears to be somewhere between 24 and 72 
hours. No details have yet been given as to the 
symptoms. Among young people the disease has 
not been too severe; most of the mortality has 
been in the group of persons over 55 years of 
age. 

The impression is that the disease came from 
Sweden where there were severe flare-ups of 
influenza in June and November 1950. There 
were epidemics also in France, Italy, Turkey, 
and Denmark. The epidemic in Ankara, Turkey, 
was violent, and some patients suffered from 
such complications as marked albuminuria, en- 
largement of lymph nodes, and encephalomen- 
ingitis. 

For the last year the disease has been mov- 
ing about Europe, and one wonders how heavily 
it has struck behind the iron curtain. Curiously, 
it has been striking heavily in the islands of the 
South Seas. Hawaii has had a slight epidemic; 
the Gilbert Islands reported 10,000 cases with 
143 deaths, Rarotonga had 1,182 cases with 11 
deaths, and the Fiji Islands had some 800 cases. 

There have recently been epidemics in this 
country of what looks like the old influenza. 
Thus, Peoria had an epidemic, and Springfield, 
Illinois, had one in which there was a tendency 


to pleurodynia or what has been well called the 
Devil’s grip. In this disease the pain commonly 
starts as a severe lumbago and then runs up to 
the pleura, perhaps on one side. Sometimes it 
involves the pericardium and for some six weeks 
or more causes the patient to be short of breath. 
Sometimes there is a little pleural effusion. In 
November there were epidemics of influenza in 
Virginia and Texas. In some places the virus 
has shown a tendency to produce vomiting and 
diarrhea. 

It is often impossible to say what is influenza 
and what is just a bad cold or bronchopneu- 
monia or an acute intestinal upset. In different 
epidemics or in the same epidemic in different 
parts of the country, the symptoms commonly 
tend to be unusual in some particular way, and 
always there will be many atypical cases in 
which the diagnosis is uncertain, or impossible 
to make, or in which it is hard to say what 
virus was responsible. Recently experts in virus 
diseases have been learning that even in one 
epidemic more than one virus may be at work. 
Sometimes two, working together, will attack 
the same patient much as when the poliomye- 
litis virus and the Coxsackie virus attack the 
same child. The Coxsackie virus will sometimes 
produce the syndrome of pleurodynia. At other 
times neurotropic viruses will produce a so-called 
summer grippe, or one of the viruses that occa- 
sionally produces an influenza-like disease will 
at other times produce a hepatitis. Injected into 
baby mice it will seriously injure the liver. 
Puzzling and disturbing to laboratory workers 
is the fact that at times a virus will appear to 
suffer a mutation. Certainly new viruses can ap- 
pear or an old one can produce a different type 
of illness. 

To give some idea of the difficulties of com- 
bating influenza the “Letter from Turkey” pub- 
lished in the J.A.M.A. for December 16, 1950, 


stated that in the Italian epidemic the virus 
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was a type B; in France it was of type A, and in 
Ankara it appeared to be some new mutation. 
In Sweden it was an A prime. 

Obviously today, with so many people com- 
ing over from Europe rapidly by plane, the virus 
must soon be widely distributed in this country. 
Already some cases have been reported in which 
a European visitor in the United States has 
come down with what looked like influenza. In 
New York a person who had been in contact 
with a visitor from Scotland fell ill and the 
A prime type of virus which is now rampant in 
England, was found in his throat. Fortu- 
nately, as yet, persons who have been in contact 
with sick newcomers to our shores have not 
shown much tendency to fall ill. 

The A prime type of virus now active in Lon- 
don appears to be the same strain as that which 
caused the Swedish outbreak in June, 1950. 
That it is already attacking people in this coun- 
try has been shown. 

More work needs to be done in this country 
on the typing of the several viruses. Unfortu- 
nately not every bacteriologic laboratory is 
equipped to do this highly technical work. The 
typing can be done in several ways. Influenza 
viruses will agglutinate red blood cells, and a 
specific antiserum previously prepared will pre- 
vent this action. Viruses can be identified also 
by cross-neutralization studies. 

Every health officer naturally is concerned 
with what might happen in this country if an- 
other terrible epidemic of influenza were to start 
up, especially now when, as in the winter of 
1918, many young men are living crowded to- 
gether in barracks. In 1918 there was no good 
treatment available and no form of immuniza- 
tion. Today there is still no specific treatment for 
the virus infection. Reports from Great Britain 
indicate that the antibiotics have had no effect 
on the virus—they have helped only in the avoid- 
ance of complications and in treating them as 
they arise. 

Years ago it was hoped that an efficient vac- 
cine against the then known virus A had been 
produced in chick embryos. Some reports of the 
results of mass inoculations were hopeful. But 
soon there came the disturbing news that some 
epidemics were due to a virus B, and that the 
vaccine made to protect against virus A was of 
no value in protecting against virus B. Then an 
A prime virus was found, and later a variant, the 


Cuppett virus. Lately a virus C has been found, 
but as yet its significance is not known. Un- 
fortunately, there are several strains of the sev- 
eral types, and this still further complicates the 
problem of treatment. An A vaccine gives no 
protection even against infection with an A 
prime virus. 

If an epidemic should strike in this country, it 
would probably take some time for the commer- 
cial houses to produce the enormous amounts of 
vaccine that would be needed, and then after it 
was injected into persons, it would take a month 
or so for the individual to build up enough im- 
munity so that he could escape infection. 

Vaccines so commonly used in the past are not 
likely to be of much value because they were 
designed to protect against bacteria of several 
types, and these are only secondary invaders. 

Experts believe that if a bad epidemic should 
start up in this country, and if it should prove 
to be due to infection with several types of virus, 
the vaccine will have to be a polyvalent one. Al- 
ready one of the large drug houses has started 
to make one. It is doubtful if the old vaccine 
which was prepared a few years ago and has 
since been on druggist’s shelves would be of 
much use today. It probably has deteriorated, 
and it probably would not have any effect on 
the particular virus now causing the illness. 


A Job for the A.M.A. 


For reasons which may have been logical and 
valid at the time, the American College of Sur- 
geons thirty-five years ago assumed the respon- 
sibility for the evaluation and standardization of 
medical practice in hospitals. 

At that time the American Medical Associa- 
tion had but recently established its Council on 
Medical Education and Hospitals. It would have 
seemed that the logical body to undertake hos- 
pital standardization was this agency of the 
American Medical Association. But the task was 
assumed by the American College of Surgeons. 

Though some of the reasons for this have 
been lost in the erosion of history, others will be 
readily apparent. Modern surgery was then less 
than fifty years old. The majority of hospitalized 
patients were surgical cases. The bulk of medi- 
cal cases was cared for in the patient's home, and 
only in recent years have beds in medical and 
obstetric wards exceeded the number in the sur- 
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gical ward of the typical general hospital. Eleva- 
tion and standardization of surgical practice was 
then a crying need. 

To its everlasting credit, the American College 
of Surgeons achieved, through its program in 
hospital standardization, effective control of sur- 
gical practice in hospitals and enormous prog- 
ress in other phases of hospital administration. 
Partly as a result of this program, the modern 
hospital is today an essential adjunct to modern 
medical and surgical practice. It provides the 
plant, equipment, and technical personnel de- 
manded by the vast progress and enormous com- 
plexity of present-day medicine. 

But conditions have changed. Today the in- 
ternist, the general practitioner, the obstetrician, 
and all other special groups have interests equal 
to those of the surgeons in maintaining proper 
standards and safeguards in the hospital. It is 
not surprising therefore that the House of Dele- 
gates of the American Medical Association has 
considered within the past ten or fifteen years 
several proposals that the entire responsibility for 
the evaluation and standardization of medical 
practice in hospitals be assumed by its Council 
on Medical Education and Hospitals. It was 
argued that this body alone was representative 
of the entire profession and that only through 
such an agency could all interested groups ob- 
tain fair consideration of their respective views 
and principles. 

Having expended large sums of its own money 
on a program that was of importance and value 
to the entire profession as well as to the public 
welfare, the American College of Surgeons came 
to the decision early last spring that the respon- 
sibility of financing the program should be as- 
sumed by some other more widely representative 
body. One would have expected at this juncture 
that the American College of Surgeons would 
have approached the American Medical Asso- 
ciation with the request that it take over the pro- 
gram. Surprisingly enough, the American Col- 
lege of Surgeons entered discussions instead with 
the American Hospital Association. It was only 
after several conferences and the consideration 
of tentative proposals that the American Medical 
Association entered the discussion. 

Shortly thereafter, the American Hospital As- 
sociation House of Delegates enacted a resolu- 
tion instructing its Board of Trustees to take 
over the program formerly conducted by the 
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American College of Surgeons. Meanwhile the 
American College of Surgeons has announced 
that it will continue with the program until a 
compromise solution satisfactory to the three in- 
terested parties can be effected. 

At the December meeting of the House of 
Delegates of the American Medical Association, 
the Board of Trustees reported that these dis- 
cussions were continuing and announced that 
they revolved about a proposal for the creation 
of an eighteen-man committee to supervise and 
direct the program, six members of which would 
be from the American Medical Association, six 
from the American Hospital Association, three 
from the American College of Surgeons, and 
three from the American College of Physicians. 

When hearings were conducted on this re- 
port by the reference committee of the House 
of Delegates, an alternative proposal introduced 
in a resolution by the Texas delegation was also 
considered. The latter proposal demanded that the 
entire program be assumed by the American 
Medical Association through its Council on 
Medical Education and Hospitals. It was pointed 
out that the Council was equipped both with 
personnel and experience to assume the program 
and that, indeed, much of its activity in the field 
of intern and residency approval overlapped the 
activities presently conducted by the American 
College of Surgeons. But, for some inexplicable 
reason, it was stated during the hearings that the 
American College of Surgeons was unwilling 
to turn the program over to the American Medi- 
cal Association. 

While it may be granted that the American 
Hospital Association has a legitimate interest in 
the matter of hospital standardization and that 
it is entitled to a voice in the conduct of the 
program, no good reason why the primary re- 
sponsibility for hospital standardization should 
not be vested in the Council on Medical Educa- 
tion and Hospitals has as yet been advanced. 

Undoubtedly this question will be reconsid- 
ered when the House of Delegates meets again 
in Atlantic City next June. Meanwhile members 
of the American Medical Association may well 
ponder the merit of the two alternatives con- 
sidered at the December meeting. The American 
Medical Association is the only organization 
representative of the entire medical profession 
in America. Why should it not assume the sole 
authority and responsibility for the evaluation 
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and standardization of hospital medical practice? 
What good reason exists for the creation of a 
joint committee including representatives not 
only from the American Medical Association 
and the American Hospital Association—which, 
as we said, admittedly has a legitimate interest 
—but two subsidiary medical organizations? 
Should the American Medical Association 
borrow a card from the shuffled deck of Wash- 
ington bureaucracy? Why should a_ super 
agency be created when the American Medical 
Association is the logical and proper body to 
assume this function and is equipped to do it? 


A Workman Cuts His Hand 


Tue wire of a workman who cut his hand re- 
cently made some remarks about his care which 
teach a significant lesson in public relations. 

Ordinarily a cut hand does not seem very im- 
portant. This one would have been just as un- 
important as a good many thousand other cut 
hands except for one fact and one coincidence. 
The fact referred to is that the wife is a proof- 
reader in a plant which prints one of the state 
medical journals. The coincidence was that on 
the day her husband cut his hand she hap- 
pened to read proof on an editorial concerning 
public relations. The editorial was a report of a 
meeting at which grievance committees and 
other services to the public were given credit 
for improving relations. The proofreader must 
have been startled when, a short time after her 
husband cut his hand, she read, “Rated next to 
the grievance committee in importance as a pub- 
lic relations asset is providing a doctor for the 
patient who needs one, commonly known as 
‘Emergency Service.’ This was said to be of the 
greatest immediate importance—because any per- 
sonal physical catastrophe attached with inabil- 
ity to obtain services of a physician. . . .” 

This set the stage, for the husband had run 
into that very inability to obtain the services of 
a physician. The proofreader wrote: 

Re editorial on “Public Relations’—Yesterday 
at work my husband cut his hand. Was taken 
to Medical Dental building—all doctors out 
because of “Thursday off’—nurse fixed him 
up but delay might have been serious in case 
of severed artery—could not more doctors 
change day off and close the gap?—Proof- 
reader. 


This woman, who is an excellent proofreader, 
has often shown a sincere interest in medical 
matters and the journal in which the editorial 
appeared. Her friendly comment, therefore, be- 
comes unusually significant. Perhaps without 
realizing it she put her finger on one of the very 
weak spots in medical public relations. 

There are, of course, two answers to this par- 
ticular problem. One, as she suggested, would 
be the establishment of some kind of emergency 
coverage with a certain number of physicians 
standing by, ready to take calls at any time. This 
has been done by county societies in many com- 
munities across the land. 

At first thought this sounds like a good an- 
swer—for an emergency a doctor can always be 
obtained. But something is lacking in this for- 
mula, something vital to the practice of medicine. 
The defect is almost obscured. It is small but it 
is tremendously important because it epitomizes 
the whole misunderstanding of the significance 
of the private practice of medicine. That answer 
says “a doctor.” It should say “the doctor.” 

There is a far better answer than the one 
which occurred to the proofreader and which 
has been provided almost to her specification by 
the emergency services which have been set up. 
These undoubtedly have served as a quick 
remedy but in the long run there is a better way. 

The proofreader’s husband and the _proof- 
reader herself should enjoy the acquaintance of 
a physician on whom they can rely in any emer- 
gency. They should know him and he should 
know them. They should know that they can 
always reach him or that if he is out of town 
they will reach another friendly physician who 
will take his calls while he is away. Their first 
and only thought when the hand was cut should 
have been to call that man on whom they had 
learned to depend in time of distress. Thus and 
thus only could the proofreader’s husband have 
received the interested personal attention which 
is the very essence of the practice of medicine. 

The proofreader’s answer and the answer of 
the medical societies which have set up emer- 
gency systems of medical service are wrong. 
They propose organization to provide what in 
the long run must be provided by individuals. 
The basic principle of the private practice of 
medicine is and always has been the individual 
responsibility of the individual doctor to the in- 
dividual patient. There is indeed a very profound 
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difference between “a doctor” and “the doctor.” 

If this intelligent proofreader has come to 
think in terms other than reliance on a physi- 
cian in whom she and her husband can place 
their complete confidence, then indeed we need 
to improve our public relations effort. We may 
utilize temporarily the schemes for emergency 
medical service. But for the long pull we need 
to re-educate the people to what is fundament- 
ally best in medical practice. We need to show 
them conclusively that the best medical care is 
individually responsible medical care. That is 
the kind of care they had when medicine had 
its finest public relations and it is the only kind 
of care which will restore those relations. 


For many rears before the term “psychosomatic 
medicine” had been coined, psychiatry had been 
treated in a step-motherly fashion in most medi- 
cal schools. Nor had the importance of having 
a psychiatrist make regular rounds in general 
hospitals been appreciated. Nowadays this point 
of view is so widely prevalent that it is perhaps 
hardly necessary to belabor it. 

It may be added that just as it is definitely 
advantageous to have special accommodations 
for infectious diseases in every general hospital, 
particularly teaching hospitals, so it is equally 
important to make provision for the care of pa- 
tients with mental disturbances, especially those 
suffering from acute psychoses and psychoneu- 
roses. The writer knows of no figures which 
show the extent to which such a situation pre- 
vails in this country, but it is quite certain that 
there are still many general hospitals that have 
neither a regular psychiatric service nor accom- 
modations for patients with acute mental disease. 

It is interesting to note that reports are now 
beginning to appear in the literature regarding 
the effects of such a policy in some general hos- 
pitals that have adopted it. Alexander's recent 
report in a recent issue of the Archives of Neu- 
rology and Psychiatry, from the Henry Ford 
Hospital in Detroit is an example. This report 
stresses the fact that what the author calls a 
“general practice of psychiatry” is now a possi- 
bility. In addition it furnishes figures showing 
the results of the work of a psychiatrist over a 
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Leukemia in Radiologists 


Ir was long been suspected that radiologists are 
particularly susceptible to leukemia because of 
their long subjection to radiation. In the Sep- 
tember, 1950, number of the American Journal 
of Medical Sciences, H. C. March reported that 
among American physicians who are not radi- 
ologists, during the five-year period 1944-1948 
inclusive, only 0.72 per cent developed leu- 
kemia. During the same time, the incidence 
among radiologists was 4.84 per cent. 

It would appear, therefore, that all physicians 
who work frequently with x-ray equipment 
should exercise great caution. 


period of a year in a hospital of nearly 600 beds, 
of which 30 are devoted solely to the care of 
patients with mental aberrations. During the 
year 572 patients were seen by the psychiatrist, 
of whom three-quarters were new patients. Al- 
most two-thirds, 64 per cent, of these individuals 
were psychoneurotics, 15 per cent had affective 
disorders, 11 per cent suffered from schizo- 
phrenic or paranoid states, and 4 per cent were 
alcoholics or drug addicts. It should be added 
that in conjunction with his hospital work the 
psychiatrist conducted an active outpatient de- 
partment. 

One significance of such a setup to the gen- 
eral practitioner lies in Alexander's observation 
that about one-half of the psychoneurotics had 
conditions which were mild enough to be bene- 
fited by simple common-sense psychotherapy 
within the range of the general practitioner or 
the internist, and that as many as 70 per cent of 
these patients were significantly benefited by 
as little as four hours of treatment. 

Two things emerge from this discussion: the 
importance of training all medical students in 
neuropsychiatry, especially in its simpler thera- 
peutic techniques, and the necessity for depart- 
ments of psychiatry, supervised by competent 
psychiatrists controlling a limited number of 
special beds for mental disturbances, in con- 
nection with general hospitals. 

—Georce Biume_r, M.D. 
Emeritus Professor of Medicine, Yale University 
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Three methods of caries control and caries prevention show definite promise 


—sugar control, fluoride therapy, and regular oral hygiene post cibos 


using ammonia-urea compounds. Sugar control is the only successful 


method in the dietary control of caries, all other dietary factors such 


as vitamin D and calcium having been found to be therapeutically ineffective. 


Denrat caries is primarily the result of a de- 
calcification of the inorganic portion of the 
dental tissues by acids produced by bacteria upon 
the tooth surface, with subsequent disintegra- 
tion of the organic residuum. The acidogenic 
organisms, generally Lactobacillus acidophilus 
and/or aciduric streptococci, depend upon a 
carbohydrate substrate for the production of the 
acid. Theoretically, caries can be prevented if 
(1) the acid formation is prevented, or, (2) the 
acids can be removed as quickly as they are pro- 
duced--before the enamel is attacked. 


Caries Control via Sugar Control 


Caries can be prevented and the progress of le- 
sions already present can be halted by eliminat- 
ing the rapidly fermentable carbohydrates 
(sugars) from the diet. During the past decade 
a large and authentic literature has accumulated 
which shows that excessive consumption of re- 
fined sugars results in an increased rate of caries 


activity. It has been shown, time and again, that 
in caries-active individuals the reduction of ex- 
cessive sugar intake has resulted in a demon- 
strable slowing down or even arrest in the caries 
progress (Becks, 1947; Jay, 1947). 

These experiments have been repeated in the 
dental clinics of many dental schools in this 
country under carefully controlled conditions 
and under critical scientific scrutiny. There 
seems to be no doubt of their validity. During 
the last war, these clinical observations were 
repeated in an almost experimental fashion upon 
large groups of persons living in Europe. The 
caries attack rates, computed from the average 
number of carious teeth per person, showed a 
marked reduction which directly paralleled the 
reduction of refined sugars in the wartorn areas 
of Europe (Krohn and Pedersen, 1945). Recent 
reports indicate that with the advent of in- 
creased amounts of sugars to these countries 
(England, Sweden, Norway, and Holland), the 


caries attack rate is steadily increasing in pro- 
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portion to the sugar consumption (Sognnaes, 
1948; Toverud, 1949). 

The direct relation between annual sugar 
consumption and caries attack rates is striking 
(Schour and Massler, 1947). The United States 
leads the world in sugar consumption and also 
in the number of carious teeth per person. Italy 
shows the lowest annual sugar consumption and 
its peoples enjoy practical immunity from dental 
decay. Countries such as England, Sweden, Nor- 
way, Holland, and others range between these 
two extremes. 

It has been computed that the average in- 


ACIDOGENIC ORGANISMS 


(L.acidophilus, 
aciduric strep., 
etc.) 


dividual living in the United States needs to 
consume approximately 40 pounds of sugar per 
person per year in order to satisfy his caloric re- 
quirements completely. Starches and fats should 
contribute a significant proportion to the caloric 
intake of each individual. However, recent re- 
ports from the Department of Agriculture in- 
dicate that the average person in the United 
States consumed 142 pounds of sugar in 1948. 
This constitutes an excess of approximately 100 
pounds of sugar per person over his nutritional 
and caloric requirements. The average child thus 
consumes more than his own weight in sugar 
every year. This constitutes a distinct aberration 
from the balanced diet. 

It is primarily this excessive sugar intake 


AMMONIA PRODUCING 
ORGANISMS 


(B. aerogenes, 
and others) 


\ 
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which causes the damage seen in caries-rampant 
mouths. The 100 pounds of excess sugar intake 
cannot be consumed at mealtimes, but is in- 
gested in the form of candies, cakes, and soda 
pop between meals. For example, the average 
chocolate bar contains from 5 to 7 teaspoonfuls 
of sugar; one serving of chocolate cake contains 
15 teaspoonfuls of sugar. 

Excessive sugar intake between meals con- 
stitutes a hazard not only to the health of the 
teeth; it also is an important factor in creating 
the widespread obesity frequently seen in this 
country. Between-meal sugars are also an im- 


Figure 1. Diagram illustrat- 
ing the antagonistic rela- 
tionship between acidogenic 
and ia-producing oral 
organisms in determining 
caries susceptibility or im- 
munity as hypothecated by 
Grove and Grove (1935) and 
by Kesel et al (1946). 


portant contributory factor, especially in chil- 
dren, toward the loss of appetite at mealtime 
for other necessary foodstuffs such as meats and 
vegetables. The common complaint by parents 
that their children exhibit no appetite and fail 
to eat at mealtimes may often be traced directly 
to the enormous consumption of refined sugars 
between meals. In this way, excessive sugar con- 
sumption predisposes to malnutrition since it 
literally pushes out from the dietary the other 
necessary proteins, minerals, and fats. A “sweet 
tooth” is, actually, a perverted sugar appetite— 
a craving. The sugar appetite in the child and 
the alcohol appetite in the adult have many 
points in common. 

Each ingestion of refined sugars constitutes a 
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single acute attack of caries since these refined 
carbohydrates are broken down and metabolized 
into acids upon the surface of the tooth with 
extraordinary rapidity. The pH on the surface 
of the tooth drops from 7.0 to 5.0 within one 
and one-half minutes of the ingestion of a sugar 
(Stephan, 1940). 

If a person were to consume sugars only at 
mealtimes, such caries attacks could very well 
be neutralized by the buffering action of the 
saliva and also the neutralizing action of con- 
comitantly ingested alkaline foodstuffs. How- 
ever, when refined sugars are ingested between 
meals and at frequent intervals, the teeth are 
subjected to an almost continuous series of as- 
saults by acids formed on the tooth surfaces. The 
caries attack rate thus becomes enormously in- 
creased by the habitual consumption of sugars 
between meals. 

Actually it is not so much the total quantity 
of sugars consumed during one day that is as 
important as the number of times a sugar meal 
was taken. Thus 20 teaspoonfuls of sugar con- 
sumed at one sitting (e.g., during the course of 
a meal) is much less injurious to teeth than 5 
teaspoonfuls consumed four times a day in the 
form of between-meal sweets. The latter pro- 
duces four separate carious attacks; the former 
only one. 

Caries control via sugar control can be initi- 
ated by the physician as well as by the dentist. 
Sugar control is, in fact, as much a medical 
problem as it is a dental problem. Certainly the 
problem of obesity and malnutrition resulting 
from perverted “sugar” appetites in children lies 
within the province of the physician. 


Nutrition and Caries 


A balanced dietary for the control of caries 
has often been suggested and is even today con- 
sidered an axiom in most medical and dental 
textbooks. However, such statements do not 
withstand the test of critical scrutiny. It has 
often been observed that malnourished and 
rachitic children enjoy much less decay than 
do their well-nourished contemporaries. The re- 
cent war re-emphasized the fact that poor nu- 
tritional status does not inexorably lead to dental 
decay. The children of wartorn areas as well as 
young adult prisoners of war showed remarkable 
freedom from caries. Schour and Massler in- 
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dicated that this might be the result of the 
marked reduction of sugar intake as well as the 
deficiency in the B complex of vitamins. These 
latter are essential to the enzyme systems of the 
acidogenic bacteria, so that the B complex de- 
ficiency may inhibit the enzyme systems in the 
bacteria and acid production ceases. 

Vitamin D and calcium compounds have often 
been invoked as therapeutic agents for the con- 
trol and even prevention of dental decay. Tons 
of calcium and gallons of milk and cod liver oil 
have been consumed by children and pregnant 
females toward this end. However, the past two 
decades have indicated clearly that such thera- 
peutic measures are not effective, since the caries 
attack rate has increased steadily during that 
period. There is certainly no rational basis, at 
the present time, for the continuation of these 
empiric and highly ineffective therapeutic meas- 
ures. This does not in any sense negate the value 
of calcium and vitamin D in the growth and 
calcification of bone. However, these factors 
simply have no value in caries prevention. 


Oral Hygiene and Caries 


The aphorism that “a clean tooth does not 
decay” has sold many toothbrushes and has made 
the American public self-conscious of its oral 
hygiene, but has not significantly reduced the 
caries attack rate over the past two decades. 

The foregoing statements should not be taken 
to imply that no benefits result from the practice 
of good oral hygiene, but rather oral hygiene has 
not been correctly practiced, with the result that 
it is generally ineffective. In 1940, Stephan, and 
in 1942, Fosdick, showed by means of pH meter 
electrodes applied directly to the tooth surface 
that a considerable amount of acid is formed 
upon the tooth surface (presumably through the 
action of bacteria or bacterial enzymes) imme- 
diately after rinsing the mouth with a sugar solu- 
tion. The pH reading remained comparatively 
low (around 4.5) for a considerable time there- 
after (approximately one and one-half hours) be- 
fore returning to normal. Fosdick (1950) showed 
that, in a large group of college students, regular 
brushing of the teeth immediately after meals 
reduced the caries attack rate by as much as 40 
per cent. 

Such habits of tooth brushing are not practical 
in modern society. In fact, it is rare to discover 
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any person who brushes his teeth at other times 
than on arising or before retiring—periods of 
time when this measure would have no effect in 
counteracting the acids produced on the tooth 
surface by bacteria acting on carbohydrates. 

Tooth brushing performed at the beginning 
or end of the day serves a real cosmetic function 
but bears no relation to the prevention of dental 
caries. 


Fluorides and Caries 


It has been demonstrated that the caries attack 
rate in fluoride endemic areas (where the fluo- 
ride content of the water supply is one part per 
million or more) is less than in nonendemic 
areas. The addition of synthetic fluorides to 
communal water supplies has therefore been 
proposed in order to reduce the caries attack rate. 
However, it has not been established that the 
addition of fluorides to fluoride-free domestic 
water supplies will produce similar or identical 
results to the naturally occurring fluorides. Care- 
fully controlled experiments are now in prog- 
ress in Newburgh and Kingston, New York; 
Grand Rapids, Michigan; Evanston, Illinois; 
and other cities. However, no valid conclusions 
can as yet be drawn from these experimental 
ress in Newburgh and Kingston, New York; 
before the results of these experiments can be 
scientifically appraised. 

The implications of these studies are tremen- 
dous. If these tests show that it is possible to re- 
duce the incidence of dental decay without pro- 
ducing any injurious systematic effects, then it 
will be possible to reduce the incidence of dental 
decay upon a national scale. 

While there is some basis for assuming that 
the addition of fluorides to the communal water 
supply might be effective, there is no such evi- 
dence that fluorides in the form of tablets or 
lozenges would be similarly effective. Commer- 
cial preparations which contain calcium fluorides 
plus multiple vitamins have nonetheless been 
offered for the control of dental caries. There 
have been no acceptable studies made to support 
such claims. In fact, since insoluble calcium 
fluorides must be used in order to comply with 
the Pure Food and Drug Act, such tablets do 
not even provide the ionic fluorine which is 
theoretically necessary to inhibit bacterial action. 
Insoluble fluorides are not absorbed from the in- 
testinal tract. They are therefore nontoxic. In- 


soluble fluorides are also inactive against caries. 

The relation between fluorides in the domes- 
tic water supply and reduced caries experience 
in children has led directly to experimental 
studies on the effect of local application of fluo- 
rides to the teeth. While considerable work still 
remains to be done in determining the mechan- 
ism of such action, Knutson and Armstrong 
(1942), Cheyne (1942), and Bibby (1944) have 
demonstrated that the topical application of 
fluorides to the teeth of children is an effective 
method of preventing the initiation of new ena- 
mel caries. Solutions of sodium fluoride were ap- 
plied only to the teeth on one side of the mouth. 
The untreated side in the same child served as 
the control. This procedure showed a reduction 
of 25 to 40 per cent in the incidence of new 
caries in the treated side over the untreated side 
after one to three years of observation. 

The topical application of fluorides has none 
of the objections offered to its systemic admin- 
istration, since the material is not swallowed and 
is therefore not toxic. The accepted method of 
sodium fluoride applications consists of an in- 
itial thorough dental prophylaxis which is fol- 
lowed by a minimum of four treatments within 
a relatively short period (two to three weeks). 
A two per cent solution of sodium fluoride is 
applied to the thoroughly dried enamel surface 
and allowed to remain for approximately four 
minutes until the solution dries. 

Bibby and his co-workers (1946) found no 
evidence to support the use of fluorides in 
mouthwashes or dentifrices to prevent dental 
caries. For some unknown reasons, fluorides ap- 
pear to be ineffective in such media. 

Fluorides added to milk also have no effect 
in reducing caries (Shourie, 1949) probably be- 
cause insoluble calcium fluoride is formed and 
the ionic fluoride is not made available for depo- 
sition in or on the enamel. 


Ammonia-urea Compounds in Dentifrices 


In 1946, Kesel and his co-workers showed am- 
monia compounds had a specific inhibitory ef- 
fect upon the growth of the L. acidophilus; fur- 
thermore, this substance actually changed the 
oral flora from an acidogenic type to an am- 
monia-producing type. Kesel and his group were 
able to show that the combination of dibasic am- 
monia phosphate and urea (carbamide) in the 
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Approximate Refined Carbohydrate Content of Popular Foods 
Expressed in Amounts Equivalent to Teaspoonfuls of Sugar’ 
(100 grams sugar = 20 teaspoonfuls — 2 cup = 3% oz. = 400 calories) 


food amount serving « sugar equivalent food | amount | serving sugar equivalent 
Candies:” | Syrup, maple | 20 Gm. 1 tbsp. level or 2% tsp. sugar 
Hershey bar 61 Gm. (5c size) | 7 tsp. sugar | 1 hp. tsp. 
Chocolatecream) 13 “ | (35 to 1 Ib.) 2 tsp. sugar Honey 20 “ | 1 tbsp. level or tsp. sugar 
Chocolate fudge’ 30 “ | 1% inches sq. 4 tsp. sugar 1 hp. tsp. 
(15 to 1 Ib.) | 
Butterscotch 1xlinch 1 tsp. sugar | 
Chocolate mints 22 “ = 1 medium (20 3 tsp. sugar Chocolate (all 
to 1 Ib.) | milk ) 1 cup, 5 oz. milk 6 tsp. sugar 
Chewing gum | le stick | Ve tp. suger Cocoa (all milk ) 1 cup, 5 oz. milk 4 tsp. sugar 
Life saver 1 usual size 16 tsp. suger Cocomalt (all 
milk ) 1 gl., 8 oz. milk 4 tsp. sugor 
Cake: Eggnog (all 
Chocolate cake | 100 “ = 2layericing 15 tsp. sugar milk ) 1 gl., 8 oz. milk 41 tsp. sugar 
(‘/12 cake) | 
Angel cake 45 “ 1 po. (‘/e of | 6 isp. sugar Soft Drinks: 
large coke) Coca-Cola 180 “ 1 bottle,60z. | 414 tsp. sugar 
Spongecake 50 “ of aver.cake, 6 tsp. sugar Gingerale 180 “ | 602. gloss » suger 
Cream puff | Cooked Fruits: 
(iced ) 80 “  laver.custard 5 tsp. suaar Peaches, canned 
filled in syrup | 10 “|2 halves, | tbsp. 312 tsp. sugar 
Doughnut, plain) 40 “ 3 inches in 4 tsp. suaar juice 
diameter Sweet cider 180 “ 60z. glass 4 tsp. sugar 
Cookies: Rhubarb, 
Macaroons 25 “  llargeor2sm. 3 tsp. sugar stewed 100 “  Y cup sweet- 8 tsp. sugar 
Gingersnaps 6 “ | 1 medium | 1 tsp. sugar ened 
Molasses 15 “ | 3% inches in 2 tsp. sugar Apple sauce 
(no sugar ) 100 “  Y cup scant tsp. sugar 
Brownies 2x2x% in. | 3 tsp. sugar Prunes, stewed, 
sweetened 100 “ | 4to 5 med., 2 8 tsp. sugar 
Custards: tbsp. juice 
Custard, baked | Ya cup 4 tsp. sugar 
Brown Betty 130 “ Ya cup 9 tsp. sugar Dried Fruits: 
Gelatin Ya cup 4 tsp. sugor Apricots, dried 30 “ 4 to 6 halves 4 tsp. sugar 
Junket | Ye quart 3 tsp. sugar Prunes, dried 30 “ | 3to 4 med. 4 tsp. sugor 
Dates, dried 30 “ 3to 4 stoned 4% tsp. sugar 
Ice Cream: Figs, dried 30 “ Wato2small 4 _ tsp. sugar 
Ice cream Ye quart Sto 6tsp. sugar Raisins 30 “ VY cup 4 tsp. sugar 
Water ice Ye quart 6 to 8 tsp. sugar Currants, dried 30 “ | 2 tbsp. 4 tsp. sugar 


Pie: 
Apple pie ly of med. pie | 12 tsp. sugar 
Cherry pie l6 of med. pie | 14 tsp. sugar 
Custard, cocoa- | | 
nut pie V6 of med. pie | 10 tsp. sugar 
Raisin pie 6 of med. pie | 13 tsp. sugar 
Pumpkin pie 16 of med. pie | 10 tsp. sugar 
Sauce: | 
Chocolate sauce} 30 “1 tbsp. thick, hp. 4 tsp. sugar 
Marshmallow 7.6 “ Laver. (60to | 1% tsp. sugar 
| 1 Ib.) 
Spreads: 
Jam 20 “ 1 tbsp. level or 13 tsp. sugar 
1 hp. tsp. 
Jelly 20 “ 1 tbsp. level or 2% tsp. sugar 
1 hp. tsp. 
Marmalade 20 “ 1 tbsp. level or tsp. sugar 


1 hp. tsp. 


Fruits and Fruit 
Juices: 
Persimmons, 
fresh 
Fruit cocktail 
Orange juice 
Pineapple juice, 
unsweetened 
Grapefruit juice, 
unsweetened 
Grapejuice, 
commercial 


100 
120 
100 
100 


100 


100 


Ya cup 

Ya cup, scant 
Ya cup, scant 
Ya cup, scant 


Yo cup, scant 


Ya cup, scant 


32 tsp. 


. sugar 
. sugar 
. sugar 


. sugar 


. sugar 


sugar 


‘Compiled from current publications on food values, cour- 
tesy of Dr. Hermann Becks, University of California. 


*Candy runs from 75 to 85 per cent sugar. Popular candy 


bars are likely to weigh from 1 to 5 ounces and may con- 


tain 5 to 20 teaspoonfuls of sugar. 
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relative proportions of five per cent and three 
per cent respectively exhibited an optimal and 
synergistic effect in inhibiting Lactobacillus ac- 
tivity and growth in vitro. 

Dentifrices and mouthwashes containing these 
substances in these proportions (dibasic am- 
monium phosphate five per cent and urea three 
per cent) have therefore been prepared and are 
being subjected to extensive and carefully con- 
trolled clinical testing by Kesel and co-workers. 
However, the complete clinical testing of the 
ammonia compounds as caries-inhibitory sub- 
stances in the dentifrices and mouthwashes has 
not yet been completed. It is to be regretted 
that the manufacturers have taken up this prom- 
ising line of research somewhat prematurely and 
have made available ammoniated dentifrices 
and mouthwashes to the public before all the 
facts have been thoroughly investigated. 


Penicillin Dentifrices 


It would be surprising if, in this era of peni- 
cillin therapy, someone had not suggested the 
possibility that penicillin be incorporated in a 
dentifrice or mouthwash in order to inhibit 
and/or destroy the acidogenic organisms. A re- 
cent report by Zander (1950) indicates that 
small amounts of penicillin incorporated in tooth 


powder will inhibit caries activity by inhibiting 
the growth of L. acidophilus. Here, again, re- 
peated clinical testings will have to be made be- 
fore the final answer can be expected. 

Perhaps the more important aspects that need 
to be elucidated before penicillin dentifrices can 
be accepted are the effects on the balance of the 
oral flora, the production of penicillin-resistant 
strains, hypersensitization, etc. 


Dental Treatment 


The most effective means of stopping the prog- 
ress of a carious lesion through the tissues of 
the tooth is to remove the decayed enamel and 
dentin, while the most effective means of pre- 
venting its recurrence in that area is to restore 
the resulting defect by means of a suitable filling 
material. This simple idea may appear to be 
rather elementary but it deserves reiteration to- 
day since even with improved modern methods 
of caries control and caries prevention, restora- 
tive dentistry still remains the most effective 
means of control. Frequent and regular dental 
attention, while it may not prevent the initiation 
of new carious lesions, most assuredly halts its 
progress and controls the ravages of decay in 
the form of pulpal and periapical infections as 
well as the loss and malocclusion of the teeth. 


ne 


SEVERAL NOTES ON T1Bi0NE, a German-made synthetic drug, have recently appeared in Science 
News Letter. The drug has looked promising in the treatment of tuberculosis and is now being 
tried in the United States. A favorable preliminary report was made by Drs. H. Corwin Hin- 
shaw and Walsh McDermott, who went to Germany to see what was being done with the drug. 

Tibione appears to be useful in cases of tuberculosis of the larynx and of the intestine. It 
does not seem to be strong enough to cure tuberculous meningitis or miliary tuberculosis. 

The drug was developed by the Bayer Company and its efficiency was discovered by Pro- 
fessor Domagk, who discovered the usefulness of the sulfa drugs. 


Unitateral Prefrontal Lobolom 


ReEPorRTS OF Goop REsULTs are still coming in regarding the use of unilateral prefrontal lo- 
botomy for pain. The unilateral operation has the advantage that the operative shock is very 
small, postoperative convalescence is short, and any mental changes produced are mild and 


temporary. Sometimes, when pain is not relieved, the other side of the brain has to be operated 
on. 
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Ane vogen (rogen lin the Menopause 


BY Ss J. GLASS, M. D., 


Beverly Hills, California 


AND M. 


R. SHAPIRO, M. D. 


A critical study of 92 patients provided evidence that a mixture of 


estrogen and testosterone is more effective in treating menopausal 


symptoms than either individual estrogenic or androgenic preparations. Seventy- 


two per cent of patients preferred the combination of the two hormones. 


Since the menopause syndrome is manifested by 
somatopsychic or psychosomatic symptoms, 
whichever orientation one prefers, it is not sur- 
prising that differences of opinion arise as to the 
best type of treatment for menopausal symptoms. 
But it is well to ask first what the objectives of 
treatment should be. The climacteric female’s ob- 
vious need is relief of her disagreeable symp- 
toms among which may be sympathetic nervous 
over-responsiveness producing flushes, sweats, or 
palpitation; arthralgias; or anxiety states with 
an occasional neurosis. 

In the words of Sevringhaus, “the menopause 
does not require any therapy but the menopause 
syndrome may be well worth treating. The ob- 
jective of treatment is the relief of symptoms, 
not the re-establishment of flowing nor the re- 
duction in the excretion of gonadotrophic hor- 
mone, nor the alteration in vaginal cytology.” In 
the light of these considerations, treatment 
should have as its objectives optimum somato- 
psychic relief, minimal interference with “nor- 


GP @ March, 1951 


mal” changes, and minimal stimulation of the 
uterus and breast. Therapy should be simple, 
safe, and economical. 

It is our purpose to draw attention to the op- 
timum treatment designed to meet these objec- 
tives without any of the disadvantages inherent 
in current endocrine therapy of menopausal 
symptoms. One might question the necessity of 
introducing newer preparations in the presence 
of what appears to be satisfactory treatment 
with estrogens. But there is a growing aware- 
ness of significant complications which may re- 
sult from current estrogenic therapy, by far the 
most popular treatment at the present time. Most 
of these complications arise from long-term estro- 
genic therapy or from excessive dosage made 
necessary by severe or refractory symptoms, or 
from undue sensitivity to the administered estro- 
gen. The complications which may arise are 
nausea, especially with synthetic estrogens; 
uterine bleeding, necessitating dilation and cu- 
rettage; or nervous tension, edema, or accelerated 


is 
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tumor growth as a result of chronic overdosage. 

In attempts to avoid such undesired results, 
some clinicians have attempted to replace estro- 
gens with androgen therapy with considerable 
success but with new complications because, in 
order to provide adequate or comparable symp- 
tomatic relief, it was necessary to give testos- 
terone in doses large enough to induce acne, 
hypertrichosis, and increased weight. 

It occurred to other clinicians to give orally 
or parenterally combinations of estrogen and 
testosterone in smaller dosage, in an effort to 
avoid the relatively frequent complication of 
estrogen-induced uterine bleeding. Combined 
hormonal therapy appealed to us as the logical 
treatment eight years ago, when a systematic 
study was begun to determine the optimum 
ratio of oral estrogens and androgens most ef- 
fective for the control of menopausal symptoms. 
We found that a ratio of 0.5 to 1 mg. of estro- 
gen (usually alpha-estradiol 0.25 mg. to 0.5 mg., 
estrone sulphate 0.6 to 1.25 mg., or diethylstil- 
bestrol 0.25 mg.) combined with about 5 mg. 
of testosterone (crystalline or methyl testosterone, 
orally or buccally administered) best serves the 
needs of the patient without significant compli- 
cations. It is felt that such an oral combination 
in conservative low dosage provides the desir- 
able benefits of both hormones without the un- 
desirable effects of either. 


Advantages of Androgen-Estrogen Therapy 


The thesis of the superiority of such com- 
bined androgen-estrogen therapy over the use of 
the individual hormones is founded on the fol- 
lowing fairly obvious advantages: 

(1) Inasmuch as women, like men, manifest 
both androgenic as well as estrogenic activity, 
both hormones may be required to provide a 
more balanced physiologic replacement therapy. 

(2) The estrogens and androgens are addi- 
tive in their hormonal suppression of the overac- 
tive gonadotrophic function of the pituitary. 

(3) The anabolic synergism of the androgen- 
estrogen combination provides a truly tonic sense 
of well-being, a desirable objective in the treat- 
ment of the menopausal patient. 

(4) The testosterone in the mixture permits a 
sharp reduction in the dosage of estrogen which 
tends to cancel out the uterine growth-stimulat- 
ing and bleeding potential of the estrogen. 


(5) A smoother transition from a reproduc- 
tive to a nonreproductive physiology is attained 
with a minimum of artificial interference with 
the “normal” changes incident to the menopause. 

(6) The androgen-estrogen mixtures elicit 
better responses in those patients who are re- 
fractory to estrogens. Even the psychoneurotic 
patient responds more favorably, largely because 
of the greater tonic (anabolic) properties of the 
androgen-estrogen mixture which imparts the 
optimum sense of well-being. It is for such rea- 
sons that relatively superficial psychotherapy be- 
comes more effective in those patients who re- 
quire more than hormones for relief. 

(7) Since testosterone improves the sexual 
response in women, the use of the androgen- 
estrogen combination provides some reassurance 
that the climacteric female is not failing in her 
psvchosexual life. 

(8) The small dose of testosterone in the mix- 
ture rarely induces hypertrichosis or other an- 
drogenic effects which were absent prior to 
treatment. 

(9) The minimal dosage of estrogen used in 
the combination rarely induces withdrawal 
bleeding, thus avoiding the need for diagnostic 
curettage which high-dosage estrogens not in- 
frequently make necessary (to rule out the pos- 
sible presence of uterine malignancy). Likewise, 
benign tumors in breasts or uterus are less likely 
to be stimulated by the androgen-estrogen mix- 
ture and thus unnecessary surgery is avoided. 
Too many women are needlessly hysterectomized 
for benign fibromyomata which usually regress 
spontaneously at the menopause unless stimu- 
lated artificially by high-dosage estrogens. 

Inasmuch as the climacterium is of variable 
duration—symptoms frequently persisting for 
many months or years—the clinician should pro- 
vide the patient with that treatment which is 
characterized by simplicity, safety, and economy. 
It is possible to meet such specifications by a 
single tablet combining minimal doses of estro- 
gen and androgen. 


Results of Comparative Study 


A critical study was carried out in the past 18 
months with such single tablets. It was deemed 
advisable to demonstrate more or less conclu- 
sively the superiority of the androgen-estrogen 
combination over the individual hormones in 
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current clinical use. To this end, four prepara- 
tions of identical-appearing tablets numbered in 
code were used in this study. These were sup- 
plied by Dr. D. C. Hines of the Lilly Research 
Laboratories. Tablet No. | contained diethylstil- 
bestrol 0.25 mg.; Tablet No. 2 contained the 
androgen-estrogen mixture in a ratio of methyl 
testosterone 5 mg.; diethylstilbestrol 0.25 mg.; 
Tablet No. 3 contained methyl testosterone 5 
mg.; and Tablet No. 4 was a placebo, the only 
one known to the clinical investigators. 

These four tablets were given to the meno- 
pausal patients under treatment in a variety of 
sequences, so that clinical responses could be 
properly graded and the final result on each 
patient was made apparent after repeated trials 
with the various tablets. The placebo tablet was 
used freely at strategic intervals so that the re- 
sponse to the tablets might be more accurately 
graded without any lag effects of the previous 
trial tablets. 

So called “saturation” doses were provided to 
test each tablet. When a patient's response in- 
dicated a preference for one of the given prepar- 
ations, that particular tablet was continued in a 
maintenance dose usually of % to | tablet daily. 
Repeated trials were carried out in the same pa- 
tient until it became apparent to both the pa- 
tient and investigator that the final preference 
was a valid choice made by the patient. 

The criteria used in determining the effective- 
ness of the various preparations were largely sub- 
jective, namely, relief from flushes, sweats, nerv- 
ousness, palpitation, and arthralgias. The only 
objective data sought were changes in (1) vag- 
inal cytology; (2) the skin, insofar as acne 
and hypertrichosis were concerned; (3) hyper- 
tension; and (4) body weight. 

The results in 92 patients tested in this fashion 
were: 


Tablet Preference Percentage 
(Code Number) (Number of Patients) 
1 (diethylstilbestrol). . . . 6 6.5 
2 (androgen-estrogen 
3 (testosterone) . . . . . 10 10.9 
9.8 


"Responded equally well to all tablets (psychoneurotic 
group) 

As more than 72 per cent of the patients pre- 
ferred Tablet No. 2 which contained the mix- 
ture, there is clear evidence of the superiority of 
combined androgen-estrogen therapy, insofar as 
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optimum symptomatic relief is concerned. The 
complications observed were relatively insignifi- 
cant, and usually followed needlessly long peri- 
ods of saturation dosage in an effort to determine 
the safe range of therapy over and above that 
needed for optimum symptomatic relief. The 
range of daily dosage found to give the best re- 
sults for saturation during the first 14 to 21 days 
of treatment was 5 to 10 mg. testosterone and 0.5 
to 1.0 mg. estrogen. For subsequent maintenance 
therapy, the daily dosage was 2.5 to 5.0 mg. 
testosterone and 0.25 to 0.5 mg. estrogen. 


Further Observations 


A comparison was made in 40 patients be- 
tween the unknown tablets and a known buccal 
tablet (supplied by the Marlyn Company under 
the trade name of Test-estrin) containing crys- 
talline alpha-estradiol 0.5 mg. and _ testosterone 
2.5 mg. to determine whether or not the buccal 
route of administration afforded any distinct ad- 
vantages over the ingested androgen-estrogen 
tablet. No striking differences in therapeutic 
effectiveness were observed between these tab- 
lets, indicating perhaps that buccal administra- 
tion of steroids in lower dosage may have equally 
good results. However, 2 patients complained of 
gastrointestinal discomfort and vague general 
malaise after the methyl testosterone and stil- 
bestrol singly or in combination were given in 
the usual dosage, suggesting that the occasional 
patient cannot tolerate one or the other of these 
hormones, perhaps because of a liver deficiency. 

The influence of the androgen-estrogen mix- 
ture on the vaginal cytology was interesting in 
that the testosterone did not inhibit the cornify- 
ing effects of the estrogen. However, as a guide 
to therapy, the vaginal smears were of limited 
value because in many cases a well-estrinized 
smear was not paralleled by subjective or symp- 
tomatic relief. Therefore we have come to the 
conclusion, after exhaustive testing, that the 
subjective findings serve as a far more sensitive 
index of therapeutic effectiveness than changes 
in vaginal cytology. 

It was gratifying not to have had occasion to 
submit any of our amenorrheal patients on the 
androgen-estrogen therapy to diagnostic curet- 
tage for induced withdrawal bleeding. Those 
patients who were still menstruating at infre- 
quent intervals might become more regular in 
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their cyclic bleeding; that is, instead of flowing 
every 3 or 4 months, they might flow every 1 or 
2 months after a saturation dose of the therapy, 
but, not after the minimal dosage schedules used 
for maintenance therapy. 

Patients who already manifest hypertrichosis 
should receive smaller dosage throughout if 
more hypertrichosis is to be avoided. But other- 
wise the dosage schedules mentioned previously 
rarely stimulate abnormal hair growth. 

Minor increases in weight and moderate re- 
duction in hypertension were frequently ob- 
served. Definite, but not striking, relief from 
arthralgias was achieved in the majority of pa- 
tients on the androgen-estrogen therapy. 

If the important primary consideration is the 
comfort of the patient, then the simple plan of 


The Present Status of... 


therapy under discussion is particularly appro- 
priate. Because of the inherent simplicity and 
safety of this treatment, the patient may be car- 
ried on fractional or minimal dosage for indefi- 
nite periods, at least long enough to achieve the 
final physiologic adjustment which she must 
attain sooner or later. After preliminary satura- 
tion, the maintenance of the patient in comfort 
can be achieved with a minimum of clinical 
supervision, a boon alike to many financially 
harassed patients and to the busy practitioner. 

The clinical responses to the combined hor- 
monal therapy were so gratifying that we now 
recommend such treatment in the management 
of the menopausal syndrome. 


A bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 


cn Pregnancy 


Ir was discovered some time ago that when a 
mother in the first month of pregnancy gets 
rubella she is likely to have a child who is de- 
fective in some way. Since then some men have 
confirmed this and others have questioned it. 

In the Journal of Obstetrics and Gynaecology 
of the British Empire for August, 1949, C. Swan 
expressed his conviction that there is a danger 
when German measles is contracted in the first 
four months of pregnancy. The malformations in 
the child usually consist of cataracts, deaf-mut- 
ism, heart disease, and microcephaly. It appears 
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AT A RECENT MEETING of the National Academy 
of Sciences R. O. Clinton and F. P. Luduena of 
the Sterling-Winthrop Research Institute re- 
ported the discovery of a local anesthetic 100 
times more powerful than procaine. This newly- 
discovered drug was made by substituting certain 
chemical groups in the nucleus of the procaine 
molecule. 

The new drug and others like it are less toxic 
than procaine. They show a very favorable ratio 
between activity and irritation. 


that it is the low virulence of the virus of Ger- 
man measles which enables the embryo, although 
damaged, to survive. 

Obviously, there is an urgent need for some 
effective way of immunizing the woman to 
rubella when it is found that she has been ex- 
posed. McLorinan has obtained encouraging re- 
sults from the use of gamma globulin derived 
from the serum of patients convalescing from 
rubella. Two cc. of the globulin were injected 
into women as soon as possible after they had 


been exposed to rubella. 


folie 


In the French journal, Anesthésie, (7:233, 
1950), A. Quevauvillier stated that a new local 
anesthetic, Xylocain, has a safety co-efficient 
from 2 to 4 times higher than that of procaine 
and from 5 to 10 times higher than that of 
Pontocaine. Anesthesia appears in 2 minutes and 
lasts from 3 to 8 hours. The concentration used 
varies from 0.25 to 2 per cent. One should not 
use more than 1 Gm. The drug is said to be 
superior to procaine in dental surgery. There it 
is combined with 1 part in 40,000 of Adrenalin. 
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Sou tn Shoracte Injuries 


BY PAUL C. SAMSON, M.D. 


Cakland, California 


THORACIC INJURIES — PART I 


Suspected thoracoabdominal wounds or injuries, severe intrathoracic hemorrhage, rupture of the 


diaphragm, persisting pressure pneumothorax, suspected esophageal damage, wounds of the heart, 


and large sucking wounds are all specific indications for early intrathoracic exploration. Except for 


specific indications, routine early thoracotomy is almost never indicated. There are latcr 


complications of thoracic injuries which demand planned surgical intervention. 


Tue steps necessary for the recognition and 
treatment of major, acute complications of tho- 
racic injuries were described in an article appear- 
ing last month in GP. I shall now discuss the 
general indications for major surgical interven- 
tion, both early and late. “Early” may be defined 
as within 12 hours of injury. 

Since major thoracotomy under any circum- 
stance demands specialized knowledge on the 
part of the surgeon as well as the services of an 
expert anesthesiologist, it follows that adequate 
consultation should be secured whenever and 
wherever possible before the chest is opened. I 
stress again, that, except for minor techniques, 
early major surgical intervention is rarely indi- 
cated. Repeated experience has shown that even 


This is the second and final installment of an article 
by Paul C. Samson, M.D., on essentials in the manage- 
ment of thoracic injuries. The first installment appeared 
in the February issue. 


after adequate resuscitation routine, exploratory 
thoracotomy is followed by undue morbidity and 
mortality. For example, contrary to prior opinion, 
the following situations are not indications for 
early thoracotomy: a large hemothorax; a con- 
tused lung; small intrathoracic missiles; intratho- 
racic rib fragments; a “look-see.” This is in di- 
rect contrast to the situation in abdominal in- 
juries where mere suspicion that a viscus has 
been violated is a demand for exploratory celi- 
otomy as soon as the patient can be resuscitated. 

There are, however, a few specific indications 
for early thoracotomy. Intensive resuscitation is 
necessary prior to thoracotomy with particular at- 
tention to blood replacement, pulmonary re-ex- 
pansion and the maintenance of a clear airway. 

Early suspicion that thoracotomy will be nec- 
essary may come from the patient's poor response 
to resuscitation. This is particularly true of 
wounds in which either intestinal contamination 
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or hemorrhage are present. A patient of good 
color and warm skin whose systolic blood pres- 
sure is at least 80 has shown a sufficient response 
to adequate resuscitation so that early surgery be- 
comes relatively a safe procedure. Under ordi- 
nary circumstances this can be accomplished 
within three hours if the patient has not suffered 
severe contusions of heart or lungs. 


Indications for Early Thoracotomy 


1. Suspected Thoracoabdominal W ounds or In- 
juries. Suspicion of abdominal difficulties will be 
gained by plotting the course of the missile or 
by the fact that deep abdominal tenderness and 
spasm remain after intercostal nerve block. If 
the injury appears to be confined to the left up- 
per quadrant and there is evidence of consider- 
able damage in the chest, a left lower posterior 
thoracic approach may be performed. If the 
chest injury or wound appears to be minimal, 
then an abdominal incision should be made. 
Spleen, kidneys, and liver are most likely to be 
damaged in closed injuries, but I have seen a com- 
plete transection of the ileum near the ligament 
of Treitz following a crushing injury, whose ex- 
ternal manifestations were primarily thoracic. 

Briefly, a lacerated spleen must be removed, 
a lacerated or injured kidney débrided and re- 
paired if possible, a lacerated liver should be 
drained adequately through a 3 or 4 cm. sepa- 
rate incision, and lacerations of stomach and 
small bowel must be closed. During the war, all 
wounds of the colon were exteriorized, but this 
is probably not necessary in civilian practice. In 
any event, the retroperitoneal space should be 
drained through a separate incision and exterior- 
ization should be done if there is any question 
as to the extent of injury. 

2. Severe Intrathoracic Hemorrhage. Severe 


Figure 1. Steps in the imbrication-closure of a freshly 
ruptured diaphragm. A. The first row of interrupted 
mattress suture of 00 silk is in position. 

* 


hemorrhage is an indication for early thora- 
cotomy. It is dificult to generalize on how much 
bleeding constitutes life-endangering intratho- 
racic hemorrhage. Blood loss of such severity 
from the pulmonary parenchyma is exceedingly 
rare. The usual sources are the internal mam- 
mary vessels, intercostal vessels, or heart. Tears 
of major intrathoracic vessels are rapidly fatal 
in nearly all instances, although there are re- 
corded cases of lacerations of the large pulmo 
nary veins which were temporarily sealed over 
by collapse of lung against the tear. The re- 
moval of as much as 2,000 cc. of bloody fluid 
within 24 hours of injury does not necessarily 
indicate continuing blood loss. 

I have found the following criteria to be the 
most reliable guides to serious continued hemor- 
rhage: (a) a blood pressure which fails to rise 
with apparent adequate transfusion up to 2,000 
cc. or, having risen to relatively normal levels, 
falls again; Cb) reaccumulation of from 1,500 
to 2,000 cc. of blood in the pleural cavity within 
12 to 24 hours of the initial aspiration of a sim- 
ilar large amount; (c) persisting severe anemia 
in spite of blood replacement, as determined by 
serial hematocrit readings. 

3. Rupture of the Diaphragm. This may oc- 
cur from relatively minor external trauma and 
is potentially serious, particularly if it occurs on 
the left side. The condition is suspected by the 
combination of: tympany over the left lower 
chest, cardiac shift, decreased breath sounds, the 
hearing of peristalsis in the chest, and undue 
nausea and vomiting. It is proved by x-ray and 
barium swallow. 

In treatment, a stomach tube should be im- 
mediately passed, intensive resuscitation under- 
taken, and thoracotomy and repair of the dia- 
phragm performed within a few hours of injury 
(Figure 1). Phrenic paralysis is not necessary. 


B. This row of sutures has been tied. It will be 
noted that the second row serves to secure the raw 
edge of the upper flap. 
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On the right side the liver usually tamponades 
the diaphragmatic rupture. If, however, the liver 
is lacerated at the same time, it will be dis- 
covered by the aspiration of bile-stained fluid 
from the right side. Early thoracotomy should be 
undertaken, the diaphragm repaired, and the 
liver laceration drained through a separate stab 
wound below the diaphragm. This should be 
extraperitoneal if possible. A bile pleuritis or 
empyema is a serious complication. 

4. Persisting Pressure Pneumothorax. The 
emergency treatment of pressure pneumothorax 
was described in the preceding section of this 
paper. If the lung fails to re-expand in spite 
of the insertion of a large catheter with water- 
trap seal and increased suction, it probably means 
a tear or fracture of the trachea or large extra- 
pulmonary bronchi. Early thoracotomy is nec- 
essary with repair of the airway tear. A dermal 
graft has been employed with success in one 
such instance. 

5. Suspected Esophageal Damage. Perforation 
or rupture of the esophagus may occur in wounds 
where the missile has crossed the mediastinum 
and it may also follow closed crushing injuries. 
Esophageal damage may be suspected by persist- 
ing substernal pain which is increased on swal- 
lowing, the vomiting of blood streaked material, 
or the aspiration of stomach contents from the 
. pleural cavity. When unrecognized, this com- 

plication is rapidly fatal. Unquestioned proof of 

the presence of an esophageal perforation may 
: come after the patient swallows radiopaque ma- 
terial, and Lipiodol is preferable to barium in 
this situation. Immediate thoracotomy and direct 
repair of the esophagus must be performed. In 
the early hours following esophageal perforation, 
there is no place for expectant aspiration of the 
pleural cavity or for mediastinotomy and _so- 
called drainage. 

6. Wounds of the Heart. If a cardiac lesion 
is suspected, one must attempt to make a dis- 
tinction between contusion and actual wound- 
ing. Contusions are made manifest by a low blood 
pressure and rapid pulse, rarely a bradycardia. 
Disturbances of rhythm are frequent. The elec- 
trocardiogram is helpful. This lesion is strictly 
medical. The patient should be treated as though 
he had a coronary occlusion. 

The most common wounds in civilian practice 
are due to stabbing. The symptoms most often 
result from cardiac tamponade: a falling arterial 
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Figure 2. Steps in repair of large defect of the tho- 
racic wall caused by a tangential wound. “Sucking 
Wound.” A. Extensively comminuted fractures of ribs 
and lacerations of intercostal structures. 


B. Following débridement. Damaged ribs and soft 
tissues have been excised. Beginning lattice-work 
closure of inner layer. Avoidance of tension is essen- 
tial. C. A pedicled muscle flap has been developed to 
cover the defects in the closure of the first layer. 
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Figure 3. Semidiagrammatic cross section of 
chest showing relationships in organizing 
hemothorax. Note that a complete envelope is 
formed, the wall of which (peel) is adherent 
to, but can be separated from the normal 
pleura. A. Collapsed right lung; B. Visceral 
pleura; C. Parietal pleura; D. Liquid blood; 
E. Peel or fibroblastic membrane adherent 
to pleura and forming a closed h t ? 
F.G.H. Loculated blood clot and serum within 
the envelope. (Reprinted from J. Thor. Surg., 
16:127 (April) 1947.) 


pressure, a low pulse pressure with distending 
neck veins, and a small heart with muffled tones. 
A single pericardial tap may be sufficient, but the 
patient must be prepared for immediate tho- 
racotomy should the aspiration fail or should 
signs of tamponade recur. The best approach is 
through an anterior transpleural thoracotomy in 
the 4th or 5th intercostal space. 

7. Sucking Wounds. Extensive destruction of 
the thoracic wall is encountered rarely in civilian 
practice. It has been seen as the result of a shot- 
gun blast and from a tangential wound caused 
by a 45-caliber bullet. Definitive surgery is nec- 
essary as soon as adequate resuscitation can be 
carried out. Excision of all damaged soft tissue 
is essential, i.e., débridement. Shattered rib 
fragments are removed and intercostal vessels 
secured. A defect of considerable extent may re- 
main in the thoracic wall. This has been termed 
“traumatic thoracotomy” (Figure 2, A and B). 
Intrapleural manipulations may then be under- 
taken without further extension of the wound. 
These usually include lavage of the pleural 
cavity, removal of bone splinters, and possible 
suture of lacerated lung. Considerable ingenuity 
may be necessary to close the large defect. Ten- 


Figure 4. A. Impending chronic fibrothorax of 
many weeks’ duration. Note left-sided diffuse 
ground-glass obscuration, narrowing of inter- 
costal spaces, and slight scoliosis to the left. 
There was no appreciable expansion on the 
left with deep breathing; B. Some months fol- 
lowing thoracotomy and decortication. The left 
hemothorax has returned completely to nor- 
mal. (Reprinted from J. Thor. Surg., 15:1 (Feb.) 
1946.) 
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sion must be avoided. A loose lattice-work of 
intercostal structures and periosteum may be 
effected. Pedicled muscle flaps are often desir- 
able and the incision may be undermined (Fig- 
ure 2, C). The skin may be closed at a later time. 
Secondary grafts may be necessary if there is an 
extensive loss of skin. The pieural cavity should 
be drained by anterior and posterior tubes with 
a water-trap drainage system. 


The Surgery of Later Complications 


Complications which necessitate surgical in- 
tervention may arise from a few days to several 
weeks after injury. These, gratifyingly, are rare 
in civilian practice. 

1. Clotted Hemothorax — Organizing Hemo- 
thorax. For reasons not entirely clear, blood often 
clots in the pleural cavity. Tissue damage appar- 
ently increases the tendency to clotting. While 
many clotted hemothoraces can be evacuated 
through a large-bore needle, a few hemothoraces 
become organized. In this process fibrin is de- 
posited on the pleural surfaces. Angioblastic and 
fibroblastic proliferation take place with the 
eventual formation of a fibrous inelastic peel or 
membrane which effectively prevents pulmonary 
re-expansion (Figure 3). 

If the pulmonary apex is down and the lung 
25 per cent or more collapsed at the time of 
hemo-organization, it will never properly re-ex- 
pand and chronic fibrothorax will result. This is 
manifested by diffuse obscuration on the roent- 
gen film, narrowing of intercostal spaces, scolio- 
sis, dyspnea, and persisting thoracic discomfort 
(Figure 4). Unless progressive improvement is 
obvious both clinically and radiologically, decor- 


tication is indicated in from four to six weeks 
following injury (Figure 5). 

Originally described independently by Fowler 
and Delorme in 1893-94, decortication enjoyed 
but little popularity until World War II. In the 
recent conflict, the operation of thoracotomy and 
decortication was “rediscovered” and reapplied 
by many surgeons with impressive results. The 
principle of decortication depends on the fact 
that the peel as described above, while more or 
less adherent, does not involve the pleura itself 
which remains normally thin. The peel can be 
stripped from the pleura and the lung allowed 
to re-expand (Figures 6, 7, 8). For optimum re- 
sults the lung must be totally freed from the 
constricting membrane and from the diaphragm 
and mediastinum. The fissures should be sepa- 
rated and the diaphragmatic sulcus re-estab- 
lished. Rapid circumferential re-expansion is the 
sine qua non for successful surgery. 

Suffice to say that decortication is a major pro- 
cedure and should be performed only by one 
skilled in thoracic surgery when adequate anes- 
thesia and blood replacement are available. 

2. Infected Hemothorax— Post-traumatic or 
Hemothoracic Empyema. Contamination and in- 
fection may develop at any time in a hemo- 
thorax and seems to be more prone to occur 
when the blood has clotted. When intensive an- 
tibiotic therapy is used, the clinical evidences of 
infection tend to be delayed for some days or 
weeks. An infection is to be suspected if the 
patient's fever mounts, or if the amount of fluid 
in the chest increases rapidly without obvious 
bleeding. On thoracentesis, the fluid usually is 
very dark. Any odor, particularly if musty or 
foul, is pathognomonic of infection. Gram 


Figure 5. A. Hemothorax nine days following crushing injury of chest. Splenectomy, two days following injury. 
B. Fifteen days following injury. The hemothorax has increased in spite of repeated aspirations. Extensive 
clotting and beginning organization evidenced by sense of resistance to aspirating needle and fact that only 
small amounts of liquid blood and clot fragments could be removed at each thoracentesis. Left posterior tho- 
racotomy and decortication three weeks after injury. C. Two months following decortication. Except for dia- 
phragmatic adhesions, the left chest is normal and expansion is excellent. 
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Figure 6. Drawing at operation. On initial in- 
cision through the peel normal pleura is en- 
countered. The lung can be “herniated” through 
the defect by gentle positive pressure. 


Figure 7. With further dissection the fissure is 
uncovered and separated. Note the thickness 
of the peel. 


stains, and both aerobic and anaerobic cultures 
should be made. The cultures may be negative 
due to the antibiotic therapy. Except for basal 
collections, evidence of infection is an indication 
for immediate open thoracotomy. Some degree of 
organization of the blood always exists and, in 
fact, the formation of the peel seems to be 
speeded by infection. Decortication will be nec- 
essary to insure prompt re-expansion of the lung. 
The old practice of aspirating and waiting for 
thick pus to appear is completely outmoded un- 
der our present concept of therapy. 

One occasionally sees infected hemothoraces 
which, through neglect, have become empyemas. 
These patients are chronically toxic, feverish, 
and at times have lost amazing amounts of 
weight. Aspiration reveals gross pus. Such a situ- 
ation may be seen many weeks after injury. The 
lung is always encased by a firm membrane and 
simple drainage of the empyema will fail. Im- 
mediate efforts are concerned with correcting 
nutritional, protein, and blood deficiencies. As 
much as 3,000 cc. of blood may be necessary for 
adequate replacement. Immediate rib resection 
drainage of the empyema may be necessary as a 
stop gap measure to relieve toxicity, but decorti- 
cation must be undertaken as soon as the patient 
is in shape to undergo major surgery. If sufficient 
pus can be removed by aspiration and lavage, 
preliminary surgical drainage is not necessary. 

Small basal infected hemothoraces or empy- 
emas, where the lung is otherwise fully ex- 
panded should be handled by adequate depend- 
ent rib resection drainage. Intercostal drainage 
has no place in the treatment of these conditions. 

3. Persisting Pneumothorax—Recurrent Pneu- 
mothorax. Tears in the pulmonary parenchyma 
usually heal rapidly. If the tear is deep enough, 
it may communicate with a small bronchus 
which may “blow out” intermittently. The result- 
ing pneumothorax is frequently small and may 
cause few if any symptoms. Because of the 
bronchial connection, however, pleural infection 
is a danger which should be managed by perma- 
nent re-expansion of the lung. 

If from two to three aspirations fail, nearly 
all lungs can be promptly and permanently re- 
expanded by insertion of a large catheter, pref- 
erably of the Malecot or Pezzar type, in an up- 
per anterior intercostal space. The catheter should 
immediately be connected to a water-trap bottle. 
Additional suction may be employed if desirable. 
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If this measure fails, thoracotomy should be 
performed with closure or excision of the fistula. 

4. Fractures of the Bony Thorax. Nearly all 
fractured ribs heal without disability, and I am 
strongly opposed to early surgical intervention 
merely because of the presence of even extensive 
fractures. Rarely, one may be justified in later 
surgery for two conditions. (a) Nonunion may 
result in continued discomfort or small pleural 
effusions; at surgery, trimming of the bone ends 
usually suffices. (b) Extensive callus may de- 
velop with impingement on intercostal nerves; 
at surgery, the callus may be removed and a 
neurolysis performed. If this is not feasible, a 
neurectomy should be done. 

If a fractured cartilage does not heal and un- 
due mobility and discomfort remain, the carti- 
lage should be removed. On rare occasions, minor 
traumas to the lower anterior thoracic cage may 
result in the so-called slipping rib-cartilage syn- 
drome. In this condition, the anterior ends of 
the lower cartilages, most frequently the 8th, 
9th, or 10th, become loosened and deformed by 
a pulling away of the fibrous attachment of the 
anterior end of the cartilage. The tip of the car- 
tilage curls upward and, on motion, rubs against 
the inside of the cartilage above and against the 
intercostal nerve, producing a click and fre- 
quently causing pain. This condition may be 
temporized by prolonged circumferential strap- 
ping but in some instances removal of the de- 
formed cartilage has been necessary. 

Fracture of a sternum with extreme angulation 
may require surgical correction. Open reduction 
and fixation can be accomplished either by means 
of an intramedullary tantalum plate or by wiring. 

5. Pulmonary Congisions—Pulmonary Hema- 
toma. The average pulmonary contusion is of 
little consequence and regresses rapidly. Bleed- 
ing into an intrapulmonary tear may result in 
actual hematoma of the lung. This is more fre- 
quently seen following a wound of the lung than 
following closed injury. In general, hematomas 
liquefy, and the fluid is both absorbed and 
coughed out through the bronchial system. If 
infection supervenes, surgery may be advisable. 
Depending on the size, position, age of the in- 
jury, and extent of damage to surrounding lung, 
external surgical drainage may be practiced or 
lobectomy may be necessary. 

6. Intrathoracic Missiles. There is still consider- 
able discussion as to the proper eventual disposal 
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Figure 8. Specialized situation in which the apex of 
the lung is held en cuirasse by a constricting inelas- 
tic peel. 


of intrathoracic missiles. Nearly all thoracic sur- 
geons agree that an early hurried thoracotomy 
for their removal is not only unnecessary but 
unwise. Because of observed later complications 
during World War II, it became routine prac- 
tice to remove all fragments 1.5 cm. or larger as 
a delayed elective procedure from five to fifteen 
days after injury. This was undertaken even 
though the missiles were causing no symptoms 
at the time. 

Small missiles may cause symptoms (discom- 
fort, cough, empyema, bleeding, intermittent 
fistulae, intrapulmonary abscess or empyema, 
chronic lead poisoning, or emotional disturb- 
ances because of the known presence of the mis- 
sile). In civilian life it has been our practice to 
remove intrathoracic missiles for any of these 
indications. 

Small bony splinters when asymptomatic have 
not been indications for delayed thoracotomy. In 
rare instances, secondary permanent damage to 
the lung may require some type of resection in 
which the bony splinters are, incidentally, re- 
moved. A large, completely detached rib frag- 
ment which has been driven into the lung prob- 
ably will warrant removal. 

Unique accidents, such as impaling, may re- 
sult in wood fragments within the chest. These 
should be removed. On at least one occasion 
lobectomy was necessary several years after such 
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Figure 9. P.A. and left lateral roentgen films five 
days after wounding showing 45-caliber bullet lying 
in the left anterior chest near the miciline. Fluoro- 
scopically, it appeared to be within the heart. The 
bullet had entered the inferior right chest posteriorly 
fracturing the 10th rib. Left anterior transpleural 


an accident because of the persistence of mul- 
tiple splinters, infection, and permanent damage 
to the lung. 

7. Intracardiac Missiles. The presence of mis- 
siles in the myocardium or cardiac chambers is 
frequently compatible with a relatively normal 
life. Many later and occasionally lethal compli- 
cations have been recorded, however, and ex- 
periences during the recent war iadicate that 
they can be removed with relative safety (Fig- 
ure 9). It is probable that most of these should 


thoracotomy was performed and the bullet was re- 
moved from the right ventricle. It had become em- 
bolic to the right ventricle most probably by way of 
the inferior vena cava. In this case, transpleural 
thoracotomy is superior to an extrapleural approach. 
{Reprinted from Surgery, 20:373 (Sept.) 1946.) 


be removed but, in nearly all instances, surgery 
should be a planned, deliberate procedure after 
thorough study, and not a hurried thoracotomy. 
The approach depends on the location of the 
foreign body and this has been worked out by 
Harken and others. It is of interest here to note 
that transpleural thoracotomy is superior to an 
extrapleural approach. 


An extensive bibliography accompanying this article is 
available upon request from the Editorial Office of GP. 


Said William Oder... 


“Tue extraordinary development of modern science may be her undoing. Specialism, now a 
necessity, has fragmented the specialties themselves in a way that makes the outlook hazardous. 
The workers lose all sense of proportion in a maze of minutiae.” 


and Impotence 


Two MEN became temporarily impotent following treatment with an antihistaminic drug, ac- 
cording to S. W. Jennes, writing in the May-June, 1950, number of the Annals of Allergy. In 
one case this was Pyribenzamine, and in the other Pyribenzamine plus phenindamine tartrate. 
The disability cleared away as soon as the drugs were discontinued. 
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Infancy 


LAWRENCE BRESLOW, M.D. 
Chicago, Illinois 


BY RALPH H. KUNSTADTER, M.D., AND 


The essential principles in the management of infectious diarrhea are isolation of the 


patient and investigation of the contacts as possible carriers of pathogens, elimination 
of causative agents, symptomatic treatment of the diarrhea per se, electrolyte 


DiarrueAa is one of the most common problems 
confronting all physicians concerned with the 
care of infants and children. The causes such as 
overfeeding, incorrect feeding, or dietary indis- 
cretions, are variable, often simple, and easily 
corrected. Parenteral infections, in particular 
those of the upper respiratory tract, frequently 
cause diarrhea. Often, however, causative fac- 
tors are difficult to ascertain and the treatment 
and ultimate health of the infant may depend 
upon a knowledge of the etiologic factors. 

The diarrheal problems of infancy may begin 
in the newborn nursery. Some of the most severe 
and intractable cases of diarrhea develop in the 
neonatal period, not infrequently in epidemic 
form, and hence the term epidemic diarrhea of 
the newborn. Many use the term to designate 
all types of communicable diarrhea in the new- 
born, whether of bacterial, virus, or undeter- 
mined etiology, whereas Abramson believes that 


epidemic diarrhea of the newborn should be 


replacement therapy and treatment of shock, and maintenance of metabolic needs. 


considered a specific type based on clinical and 
epidemiologic features. He believes that it is 
a highly virulent and fatal disease, limited in its 
infectivity to babies of the neonatal period. How- 
ever, recently Vignec and his colleagues de- 
scribed an epidemic of undetermined “ etiology 
involving not only the neonatal, but also the 
postnatal period. Spread of the infection to older 
children and adults has not been observed. 

The median age at onset of illness is 8 to 90 
days and the median period of incubation is 7 
days. Infants infected early during the outbreak 
may show nothing more than drowsiness, re- 
fusal of food and increased frequency of stools. 
As the disease gains momentum, the clinical pic- 
ture changes to one of severe intoxication and 
shock. The child’s color is ashen, the fontanel 
and eyeballs are sunken, tissue turgor is poor, 
and mucous membranes are dry. Abdominal dis- 
tention is prominent. Vomiting may or may not 
be present. The stools are watery, yellow, and 
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contain no blood, pus, or mucus. Fecal cultures 
are negative for intestinal pathogens. In the 
cases of patients who recover, the duration of 
illness is approximately 12 days. 

Because of the consistent absence of intestinal 
pathogenic bacteria, a viral etiology has been 
frequently postulated, and there has been some 
experimental evidence to substantiate this idea. 
Light and Hodes, in four separate epidemics 
of diarrhea of the newborn, isolated a filtrable 
agent which regularly produced diarrhea in 
calves in successive passages. The agent has not 
been isolated from normal infants or normal 
calves. However, most of the virus studies have 
been done on laboratory animals, and many of 
the claims have not been proven with regard 
to the disease in infants. Thus the disease still 
remains a mystery. It is highly communicable, 
apparently with a spread from one baby to an- 
other. The mode of entry of the infection is 
unknown. It is fortunate that this particular 
tvpe of epidemic diarrhea in the newborn ap- 
parently has become less common during the 
past decade, and we believe, less virulent. 

In the newborn nursery at Michael Reese 
Hospital we experienced during July and August 
1948, an epidemic of diarrhea in the newborn 
which appeared in two “waves,” the second 
seven to ten days after the first. Approximately 
20 babies of a total of nearly 75 during the en- 
tire period were affected. Clinically, the diar- 
rhea varied from mild to moderate and there 
were no deaths. Recovery occurred in from five 
to ten days. Repeated cultures of the stools and 
virus studies of the babies, nurses, and other 
personnel involved in the care of the infants 
failed to reveal an etiologic agent. Isolation of 
sick infants and contacts, a “washdown” of the 
contaminated nurseries, and admission of all 
new babies to a separate clean nursery resulted 
in a subsidence of the epidemic in less than one 
month. 

From so-called epidemic diarrhea of the new- 
born, Abramson differentiated epidemic nausea, 
vomiting, and diarrhea of the newborn origi- 
nally described by Brown, Crawford, and Stent, 
and Cook and Marmion. This disease is charac- 
terized by a mild to moderate transient diarrhea 
of loose green or pale brown stools. The stools 
are seldom watery and contain no blood or 
mucus. Vomiting occurs occasionally, fever is 
absent or slight, dehydration is slight, and loss 


of weight is moderate. There are no significant 
abnormal physical findings. The incubation 
period averages from 2 to 3 days and recovery 
comes in 2 to 4 days. The disorder is highly 
communicable and older infants, children, and 
adults are susceptible. Clinically, the disease re- 
sembles the numerous instances of nausea, vom- 
iting, and diarrhea observed in infants and chil- 
dren, frequently affecting several members of a 
family at one time, or staggered with short in- 
tervals of a few days, seen in the Chicago area 
during the past 2 to 3 years, often referred to 
by the laity as “intestinal or stomach flu.” 

The disease is believed to be due to a filtrable 
virus which enters the body through either the 
respiratory or gastrointestinal tracts. Attempts to 
isolate a virus have not been successful, but 
Riemann was able to reproduce the disease when 
human subjects inhaled a fine mist of filtered 
nasopharyngeal washings, or filtered stools of 
patients. Gordon, Ingraham, and Korns were 
able to induce the disease in human subjects 
when filtered and unfiltered throat washings and 
suspensions of stools were administered orally. 

A third type of epidemic diarrhea in the new- 
born described originally by Buddingh and Dodd 
and recently reviewed by Abramson consists of 
a syndrome of stomatitis and diarrhea. It occurs 
in infants as young as 3 days and in children up 
to 8 years of age. Occasionally, adults have been 
attacked. In older children stomatitis predomi- 
nates in the picture, whereas in young infants, 
particularly premature infants, diarrhea is prom- 
inent. In the fall and early winter of 1948 this 
type of diarrhea was commonly seen in older in- 
fants and children scattered throughout the Chi- 
cago area. Newborn infants were spared. It was 
also interesting to observe that an epidemic of 
herpetic stomatitis and pharyngitis seemed to 
precede, by a period of 2 to 4 weeks, an epi- 
demic of so-called “intestinal flu.” The infants 
were sick for 2 to 5 days, and spontaneous re- 
covery occurred without mortality. A virus etiol- 
ogy was suspected such as postulated by Bud- 
dingh and Dodd in their cases. The stools are 
greenish and contain mucus and _ occasionally 
flecks of blood depending upon the severity of 
the diarrhea. In Buddingh and Dodd’s cases, a 
nonspecific jejunitis and ileitis were found at 
autopsy. Neutralizing antibodies were found in 
the bloodstreams of their patients who recovered. 
Their results have not been confirmed. 
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Salmonella and Shigella Infections 


Salmonella enteritis in epidemic form has been 
reported in the newborn and Felsen and his as- 
sociates recently stated that “outbreaks have oc 
curred with alarming frequency even in the best 
institutions.” The source is usually an infected 
foodhandler or carriers among the patients or 
nursing personnel. Approximately 10 per cent 
of the positive stool cultures are from healthy 
carriers. Felsen states that like Shigella infec- 
tions, Salmonella disease is spread by the three 
F’s: food, fingers, and flies. Infected meat, food 
contaminated by sewage, infected foodhandlers, 
and the excreta of rodents are important in the 
dissemination of the disease. 

There are more than 150 Salmonella strains, 
most of which are pathogenic for man. These 
have been classified into five major groups. Iden- 
tification of the organism is important from the 
standpoint of epidemiology and control measures. 
Early culture of the blood and the stools should 
establish an etiologic diagnosis. In Michael 
Reese Hospital we have not encountered Sal- 
monella disease in the newborn nursery, al- 
though in an occasional sporadic case a child 
with this infection has been admitted to the in- 
fant wards. The incubation period varies from 
1 to 3 or 4 days. The infection may be mild or 
severe, the onset may be abrupt with fever, 
drowsiness, and greenish mucoid stools, at times 
bloody. Vomiting and distention may occur and 
there is weight loss and moderate dehydration. 
Ordinarily, complications do not occur. However, 
occasionally a virulent form is encountered, par- 
ticularly in infants under one year of age. 

Saphra recently reported on the fatalities in 
3,279 human Salmonella infections, and found 
that the fatality rate for all of the twenty-six 
strains isolated was 5.3 per cent including all 
ages and 5.8 per cent in the group from birth 
to one year. Four of the twenty-six strains were 
responsible for over three-fourths of the deaths: 
S. typhimurium 5.2 per cent, S. cholerae 21.3, 
S. oranienburg 5.5, S. newport 4.1, and all other 
types combined, 3.2 per cent. Acute gastroenter- 
itis was frequent, particularly in the infant 
group, but many parenteral manifestations oc- 
curred—meningitis, involvement of the lungs and 
pleura, bacterial endocarditis, septicemia, peri- 
tonitis, cholecystitis, pyelonephritis, osteomyelitis, 
and abscesses. 
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Shigella infection in the newborn has been 
reported in isolated cases but no epidemics have 
been recorded. Transmission is usually from an 
infected mother and the diagnosis is readily 
established by fecal culture. Blood and mucus 
are present in the stools. 

Infectious diarrhea may occur in newborn in- 
fants either sporadically or epidemically in the 
nursery due to a number of bacteria, many of 
which until recently were considered nonpatho- 
genic. Interest is being shown in the paracolon 
group in the etiology of infectious diarrhea in 
newborn and older infants. We have not ex- 
perienced paracolon infection in our newborn 
nursery, but we have observed a number of 
cases in older infants and children. It is our be- 
lief that the pathogenicity of this organism is 
variable and may produce a severe enteritis. 

Bloch, Milzer, and Kerdeman from Michael 
Reese Hospital recently reported a typhoid-like 
infection in an adult due to paracolon bacillus, 
and mentioned 3 fatal cases, all in infants, all 
from a foster home, representing 3 of 5 infants 
who developed diarrhea from that particular 
home in which there was a total of 7 infants. 
One of us saw the three infants. Paracolon or- 
ganisms were isolated from the blood and from 
ulcerated lesions in the bowel. It is our opinion 
that this group of organisms is becoming of 
greater significance in the etiology of infectious 
diarrhea, possibly because of the constant chang- 
ing of the intestinal flora with the elimination of 
many of the intestinal pathogens commonly pres- 
ent in the presulfa and preantibiotic era. 


Pseudomonas and Other Bacteria 


Recently an epidemic of diarrhea in a new- 
born nursery due to Pseudomonas aeruginosa 
was reported from Kansas by Hunter and Ensign. 
Diarrhea was the first and often the only symp- 
tom, varying from a few soft, frequent stools to 
extreme watery ones. The next most common 
symptoms were vomiting, dehydration, cyanosis, 
collapse, pain, and fever in that order. Nine of 
24 infants died. In many of the cases, diarrhea 
was recurrent over periods of time as long as six 
weeks. The period of incubation varied from | 
to 7 days. It is interesting that the infecting or- 
ganism was found to have gained entrance to the 
milk supply through water that was dripping off 
a rag into the pasteurized milk in one of the 
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community dairies. Adults were infected and 
infection gained entrance into the newborn 
nursery through infected mothers and nurses who 
drank the milk in the hospital. 

A small outbreak of diarrhea associated with 
Ps. aeruginosa occurring in an infants ward was 
described recently by Florman and Schifrin, again 
emphasizing the increasing significance of this 
organism. They suggested polymyxin B as a prob- 
able valuable therapeutic agent based on results 
in one case and in vitro studies. Like the para- 
colon organisms, Ps. aeruginosa may be found 
in the stools of well individuals, or in a state of 
low virulence. At Sarah Morris Hospital we have 
found this organism sporadically rather frequent- 
ly in the stools of older infants and children both 
in the normal and diarrheic stools. Because it is 
impossible to predict its pathogenicity, and be- 
cause serious infections including septicemia, 
meningitis, endocarditis, pyelonephritis, etc. are 
being reported with increased frequency, it is 
our policy to treat all instances of fecal Pseu- 
domonas when this organism predominates the 
intestinal flora. 

In analyzing 300 cases of diarrhea admitted to 
the Children’s Division of the Cook County 
Hospital, Chicago, Levinson and Raycraft found 
that Proteus-Paracolon-Pseudomonas organisms 
occurred four times more frequently in patients 
under | vear of age than over that age. Shigella, 
on the other hand, was found 10 times more 
frequently in children over 1 year of age. Sal- 
monella was found in about equal numbers. The 
over-all breakdown was Salmonella 5 per cent, 
Shigella 28 per cent, and Proteus-Paracolon- 
Pseudomonas 46 per cent. Sulfadiazine and oral 
streptomycin, alone and in combination, were 
found to be the most effective drugs in the treat- 
ment of their cases. 

Although diarrhea is not a frequent symptom 
of typhoid fever in infancy and childhood, in- 
fection by Salmonella typhosa must be kept in 
mind. Blood and stool cultures and agglutina- 
tion tests should be performed in all instances of 
persistent diarrhea and fever. Identification of 
the organism may mean the life or death of the 
child inasmuch as promising results are being 
reported with increasing frequency as a result of 
treatment with chloromycetin. 

In a recent communication, Lyon and Rantz 
described an outbreak of infantile diarrhea in a 
newborn nursery due to Staphylococcus aureus. 


The disease was short lived, mild, and self- 
limited, running its course in 2 to 3 days. Di- 
hydrostreptomycin was used because it was be- 
lieved that this organism frequently is penicillin- 
resistant. Although enteritis due to S. aureus is 
usually due to an enterotoxin and organisms are 
not often isolated from the stools, this epidemic 
illustrates that a true infectious diarrhea may 
occur in young infants, and stool cultures are a 
necessity for proper therapy. 

Several years ago, prior to sulfonamides and 
antibiotics, we had the unfortunate experience 
of a severe epidemic of infectious diarrhea in our 
newborn nursery caused by B. mucosus capsul- 
atus carried in the throat and stools of three 
nursery maids within the hospital. In spite of 
stringent control measures and supportive treat- 
ment, the mortality was high. A mild epidemic 
of B. mucosus capsulatus enteritis (Friedlander) 
in a nursery home involving 18 of 24 infants 
six weeks to ten months of age was reported re- 
cently by Walcher. Thus it is apparent that a 
wide variety of organisms may, under certain 
circumstances, cause not only sporadic but epi- 
demic diarrhea in young infants. Therefore, it 
is obligatory that the stools be cultured in all 
instances of diarrhea occurring in newborn in- 
fants, and in older infants when the diarrhea 
does not respond to usual dietary and sympto- 
matic measures, so that effective chemothera- 
peutic or antibiotic therapy may be instituted. 

Since World War II, there has been an in- 
crease in the incidence of amebiasis in the United 
States, both in children and adults, unquestion- 
ably a result of the numerous untreated carriers, 
formerly members of the Armed Forces who 
served in endemic areas. Thus it is important 
that the stools of all infants with chronic diar- 
rhea be examined in a qualified laboratory for 
intestinal parasites. Recently, one of us observed 
amebic dysentery and coexisting Salmonella 
infection in a 2-month-old infant, and Levinson 
reported amebiasis in a 12-day-old premature in- 
fant admitted to Cook County Hospital. 
D'Antoni finds that more than two-thirds of all 
cases of recurrent or persistent diarrhea lasting 
one month or longer are due to amebiasis, shigel- 
losis, or brucellosis. “When amebiasis occurs in 
children, four characteristic findings stand out: 
(1) a muddy complexion, (2) an enlarged, 
tender liver, (3) personality changes, (4) ca- 
pricious appetite which usually is pure but in- 
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satiable.” Examination of the parents or others 
in close contact with the infected children will 
usually reveal unrecognized amebiasis. 


Diarrhea Due to Gastrointestinal Allergy 


We believe that during the past decade there 
is an increase in the incidence of gastrointestinal 
allergy. Whether this is a result of an increase 
in the incidence of allergy in general or due 
specifically to a change in our methods of infant 
feeding, is speculative. Early sensitization to for- 
eign proteins may occur in infants resulting from 
the administration of artificial feedings—cows’ 
milk, cereals, vegetables, meats, and eggs to in- 
fants under 3 months of age. It is evident that 
an increasing number of cases of colic, pyloro- 
spasm, and chronic diarrhea are being observed 
which, on elimination of specific foods from the 
diet, results in a disappearance of the symptoms. 
In our experience, sensitivity to cows’ milk with 
mucous diarrhea is the most common type of 
gastrointestinal allergy in infants. Recently, 
Rosenblum demonstrated the importance of 
staining the mucus of diarrheal stools for eosin- 
ophils to establish an allergic basis for the diar- 
rhea. Many instances of cows’ milk allergy date 
back to the first week of life with a history of 
colic and loose stools containing numerous curds 
and considerable mucus, unresponsive to numer- 
ous changes in formula, antispasmodics, and sed- 
atives. 

Diarrhea that is chronic, that does not respond 
to simple dietary measures, and that gives no 
evidence of infection or allergy, should be in- 
vestigated for coeliac disease and cystic fibrosis 
of the pancreas. Determination of fecal fat 
starch, and trypsin activity, and duodenal aspira- 
tion for pancreatic enzymes wil] determine the 
diagnosis. Appropriate dietary and medical man- 
agement has brightened the outlook for these 
patients. For comprehensive studies on both of 
these syndromes, the papers of Anderson, May, 


Zuelzer, and Farber should be consulted. 


Management of Infectious Diarrhea 


The treatment of infectious diarrhea involves 
several fundamental principles: (1) prophylaxis 
(2) elimination of causative agents, (3) relief of 
diarrhea, (4) correction of disturbances of physi- 
ology caused by diarrhea, (5) maintenance of 
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metabolic needs until a normal diet is tolerated. 

As a general prophylactic measure all food 
handlers, nurses, and other personnel concerned 
with the care of patients, adults as well as in- 
fants and children, receive nose and throat and 
stool cultures at regular intervals at Michael 
Reese Hospital. In the newborn, undue weight 
loss or the passage of liquid stools should alert 
personnel to the possibility of an outbreak of 
epidemic or infectious diarrhea. If more than 
one infant becomes involved in a period of 24 
to 48 hours, isolation of the infants becomes 
necessary. If the number of cases of diarrhea in- 
creases, the nursery should be closed for further 
admissions and all contacts should be placed in 
a separate nursery for observation. New babies 
should be admitted to a “clean nursery.” After 
the epidemic has subsided, a thorough “wash 
down” of the original and contact nurseries must 
be done before the admission of new babies. All 
personnel involved in the care of the infants 
should receive nose, throat, and stool cultures 
for pathogens. Also, parents of sick infants 
should be investigated as possible carriers, and 
Felsen recommends that all obstetric patients 
should have routine stool cultures on admission to 
the hospital. The milk and water supply, includ- 
ing formulae, should be cultured and a thorough 
check on nursing technic should be undertaken. 
Insect and rodent control should be emphasized. 

The specific treatment of infantile diarrhea 
depends upon an etiologic diagnosis. In the case 
of infectious diarrhea, culture of the stools may 
reveal intestinal pathogens or parasites. Naso- 
pharyngeal cultures may reveal pathogens, par- 
ticularly those of the Gram-negative coliform 
group capable of producing severe diarrhea. If 
a satisfactory laboratory is not available to test 
the sensitivity in vitro of the isolated organism 
against specific sulfonamides and _ antibiotics, 
then a drug should be chosen which in past 
experience has proved to be valuable for the 
treatment of a specific enteric organism. In Table 
1 we list the enteric organisms recovered from 
the feces of patients at Michael Reese Hospital 
from January 1, 1950, to July 1, 1950, and the 
drugs suggested as most useful in the treatment 
of infectious diarrhea based on in vitro sensi- 
tivity tests. 

On the basis of our findings, we believe that 
the drugs of choice for clinical use in the various 
enteritides are: 
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Salmonella: 
Shigella: 
Proteus: 


Chloromycetin 
Sulfadiazine 
Sulfadiazine 
Sulfathiazole 
Polymyxin B 


Paracolon: 
Pseudomonas: 


Within the past few weeks, we have had the 
opportunity to run comparative sensitivity tests 
with terramycin on several cases of Salmonella 
and Shigella infection. Although the number of 
cases is too few from which to draw definite 
conclusions, there is evidence that terramycin 
as well as sulfadiazine, chloromycetin, and strep- 
tomycin may be of value in the treatment of 
these infections. In all of 7 cases of Salmonella 
infection, 2 to 4+ gamma per cc. of terramycin 
caused complete inhibition of growth, and in 
all of 9 cases of Shigella infection, 0.5 to 2 
gamma per cc. caused complete inhibition of 
growth (Table 2). 

It is our policy to withhold specific medica- 
tion until these tests have been corapleted, un- 
less we feel that the infant’s life is being jeopar- 
dized. We realize that clinical results cannot al- 
ways be correlated with in vitro sensitivity tests, 
and it may be necessary to use more than one 
drug in individual cases. This is particularly 
true if more than one pathogen is cultured from 
one individual. 

In enteric infections, all of these antibiotics 
may be administered orally: Chloromycetin, 60 
to 100 mg. per kilogram body weight per 24 
hours in divided doses every 4 to 6 hours; Strep- 
tomycin, 0.1 Gm. (100,000 units) every 3 hours; 
Terramycin, 100 mg. per kilogram per 24 hours 
in divided doses every 4 to 6 hours; and Poly- 
myxin B, 2 mg. per kilogram body weight per 
24 hours in divided doses every 4 hours. Sul- 
fonamides are administered in doses of 1 to 1% 
gr. per pound body weight per 24 hours in di- 
vided doses every 4 hours. Caution should be 
taken in the administration of sulfonamides in 
the presence of dehydration and poor renal flow. 

At present we are undertaking a special study 
of diarrhea cases admitted to Sarah Morris Hos- 
pital during the past year with particular refer- 
ence to etiology and specific treatment based 
upon sensitivity tests in the case of infectious 
diarrhea. This paper will be reported in a sepa- 
rate communication. 

For the treatment of coeliac disease and cystic 
fibrosis of the pancreas, readers are referred to 
the publications of Anderson, and May. 


Streptomycin Sulfadiazine 


Chloromycetin Streptomycin 


Streptomycin 
Sulfadiazine Streptomycin 


Streptomycin Sulfadiazine 


Control of Diarrhea 


For the control of diarrhea per se a period of 
starvation of from 12 to 24 hours or longer may 
be necessary, depending upon the duration of 
the diarrhea. During this period, sterile water is 
given in small amounts of 5 to 10 cc., increas- 
ing 5 to 10 ce. every 2 to 3 hours, until 150 cc. 
per kilogram in 24 hours is reached. Then 
skimmed lactic acid milk or powdered protein 
milk are given in small amounts, depending 
upon the capacity and tolerance of the infant. 
In premature and newborn infants, it may be 
necessary to start with as little as 20 calories 
per kilogram of body weight for 24 hours, sub- 
sequently, increasing gradually until 80 to 120 
calories per kilogram are given. In the case of 
premature infants, breast milk alone or with 
50 per cent cultured skimmed lactic acid milk 
is preferable. Eventually, one-half skimmed milk, 
boiled, with added carbohydrates may be given 
and other foods added as tolerated. Vitamin 
supplements may be given. 

As far as nonspecific drug therapy is con- 
cerned, camphorated tincture of opium, kaolin- 
pectin mixtures, or bismuth may be given for 
the simple diarrheas. However, if the diarrhea 
is not controlled within 24 to 48 hours, these 
drugs should be discontinued. 

In severe diarrhea, replacement therapy is 
necessary for the correction of dehydration, aci- 
dosis, and shock. This involves increase of blood 
volume, restoration of renal function, and estab- 
lishment of acid base equilibrium. 

An initial blood specimen should be taken 
if possible for the determination of plasma CO.,, 
chlorides, proteins, urea nitrogen, and hema- 
tocrit. If enough blood can be withdrawn, a 
serum calcium determination should be done. 

To initiate renal flow, a clysis or infusion (de- 
pending upon the severity of the condition) of 
physiologic sodium chloride, 40 cc. per kilogram, 
should be given, and an infusion of 10 per cent 
glucose during or immediately after the clysis of 
saline in amounts of 20 cc. per kilogram. If 
acidosis is present, (CO, under 35 volume per 
cent) 1/6 m. sodium lactate may be adminis- 
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Table 1. Average in vitro Sensitivity Test of Enteric Organisms Recovered 
from Feces at Michael Reese Hospital, January 1, 1950, to July 1, 1950. 


Strepto- Aureo- Chloro- 
Organism Sulfa- Sulfa- mycin mycin mycetin 
diazine thiazol G /cc.| G /cc.| G 


Choice of drug for 


clinical use 


Ist 


Salmonella! 
25 cases 


Chloro- 
mycetin 


Shigella” 
32 cases 


Sulfa- 
diazine® 


mycetin mycin 


Proteus® Excellent Excellent 20 


215 cases 


Poor 


Poor 


Sulfa 


Strepto- 
mycin 


Paracolon Good | Excellent 20 Poor Poor Sulfa- Sulfa- | Strepto- 
280 cases | thiazole diazine | mycin 
Pseudomonas Poor | Poor 40 Poor Poor Polymyxin* Strepto- | Sulfa 
aeruginosa B mycin 
| 


175 cases 


Table 2. Terramycin: Comparative 


in vitro Sensitivity Tests with Other Antibiotics and Sulfonamides. 


Terra- Chloro- 
Organism mycin mycetin 
Gamma /cc. Gamma /ce. 


Strepto- 
mycin 
Gamma /cc. 


Sulfadiazine 


Sulfathiazole 


2-6 


Salmonella 


5-20 


Good 


Complete 


inhibition—6 


inhibition—1 


Good 
inhibition—5 


Complete 


Shigella 
9 cases 


Excellent—Complete inhibition of growth on sulfa plate. 


Good—Good inhibition; but not complete on sulfa plate. 


Poor—No inhibition. 


*Salmonella included the following strains: give, barielly, montevedio, typhimurium, oranienburg. 


*Shigella included alkalescens group only—no others recovered. 
"Sulfadiazine has been found to be the most useful drug in the treatment of shigellosis. 
“Proteus included mirabilis, 135 cases, and morganii, 80 cases. 


‘In a considerable number of the 175 cases, polymyxin B caused superior inhibition of Pseudomonas growth as compared 


with streptomycin and sulfonamides. 
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Complete 


inhibition—5 


Good 


Resistant—1 | 


inhibition—2 


50 per cent 
inhibition—1 


Complete 
inhibition—7 


75 per cent 
inhibition—1 


50 per cent 
inhibition—1 


| | 
| 2nd | 3rd 
Ps Good | Good 40 Poor 4 Strepto- Sulfa 
| mycin 
+ Good | Good 20 Poor 4 Chloro- | Swepte- 
| 
7 cases | 
| 
inhibition —2 
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tered in place of part of the physiologic saline 
solution in the clysis: 2 parts physiologic saline, 
| part 1/6 m. sodium lactate solution given in the 
amount of 80 to 150 cc. per kilogram. If acidosis 
is severe, 3.7 per cent sodium bicarbonate solu- 
tion may be given intravenously. During the 
first 24 hours, 200 to 250 cc. per kilograms of 
total fluids should be given. Hyaluronidase 
(Hydase) may be used to expedite the absorp- 
tion of the clysis. 

After renal flow is established, shock is treated 
by giving whole blood or plasma, 20 to 30 ce. 
per kilogram. 

Recently Govan and Darrow showed that the 
high mortality in diarrhea of the newborn was 
due to loss of intracellular potassium. Sodium 
ions replace the potassium intracellularly, and 
acidosis is thus increased. Potassium deficiency 
results in paralyses, loss of muscular tone, and 
myocardial weakness. It is now generally con- 
ceded that potassium should be included in the 
fluid and electrolyte replacement therapy in all 
cases of severe diarrhea. At Sarah Morris Hos- 
pital, Darrow’s solution CKNL) is used routinely 
in all instances of severe diarrhea complicated 
by acidosis, dehydration, and intoxication. 

The solution is given in amounts 80 to 150 
ce. per kilogram at 2 cc. per minute over a period 
of 4+ to 8 hours, subcutaneously or intravenously; 
and an additional 5 per cent glucose solution to 
bring the total fluid intake to 150 to 280 ce. 
per kilogram. After the first 24 hours, 20 to 50 
ce. per kilogram is given as long as the stools are 
watery. If there is no nausea or vomiting, the 
solution may be given by mouth. 

Darrow’s solution must not be given until 
there is recovery from shock and circulation is 
restored and there is satisfactory renal flow. 
Otherwise potassium intoxication may result, 
viz.: heart block, erythema with desquamation. 

Rappaport and Dodds explain many of the 
deaths after correction of acidosis and dehydra- 
tion on the basis of hypocalcemia. They state 
that the usual symptoms of postacidotic hypo- 
calcemia are lethargy, irritability, convulsions, 
respiratory embarrassment, derangement of car- 
diac function, intracranial and _ gastrointestinal 
hemorrhage, and generalized edema. It is their 
belief that these symptoms may be due to loss 
of calcium in the stool from diarrhea, or alka- 
losis due to uncontrolled excessive alkaline 
therapy used to correct acidosis. They suggest 


that 0.5 to 1.0 Gm. of calcium chloride may 
be given as a | per cent solution or calcium 
gluconate as a 2 per cent solution intravenously. 
If tolerated, calcium chloride, 3 grams daily by 
mouth in divided doses 3 to 4 times daily as a 
10 per cent solution diluted 5 times in milk or 
isotonic sodium chloride solution is given. In 
premature infants and those under one month 
of age, 2 grams daily are given. If hypocalcemia 
exists at the same time as acidosis, calcium glu- 
conate or lactate should be given. Calcium 
intoxication consisting of cardiac arrest, brady- 
cardia, and necrotizing lesions can occur due to 
overdosage, so calcium should be used with 
caution. 


Maintenance Therapy 


Until the patient is able to tolerate a normal 
diet, maintenance therapy is essential. There 
should be a gradual transition from replacement 
therapy as diarrhea improves. Water should be 
administered at the rate of 150 to 200 cc. per 
kilogram for a day or two, and then 150 ce. per 
kilogram. Five per cent glucose solution is used 
as needed, and infusions of plasma are given if 
the serum proteins fall below normal. Blood 
transfusions are given if, after hydration, the 
red blood count and hemoglobin are low. Pro- 
tein hydrolysates are valuable adjuncts in main- 
taining nutrition, particularly if there has been 
prolonged starvation. Darrow uses a mixture of 
Amigen 5 per cent and glucose 5 per cent in 
distilled water. We have found that a mixture of 
Amigen 31/3 per cent, glucose 31 3 per cent, 
in one-third lactate (Ringer’s Solution) is satis- 
factory for infusion, supplying proteins, carbo- 
hydrates, and electrolytes. Excessive sodium chlo- 
ride causes edema (500 cc. of plasma contains 
approximately 1 gram of sodium chloride and 
over | gram daily may be excessive. ) 

Because of vitamins lost during diarrhea and 
starvation, vitamin supplements should be ad- 
ministered including vitamin K 5 mgm., ascorbic 
acid 50 to 100 mgm., thiamin 3 mgm., riboflavin 
2 mgm., nacinamide 10 mgm. All but vitamin 
K may be given as a combination and may be 
added to the infusion or given orally. Darrow 
suggests crude liver extract 1 cc. twice weekly 
during convalescence. 


An extensive bibliography accompanying this article is 
available upon request from the Editorial Office of GP. 
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leclvocardiog raph fer the Gon eral Puactlilion ey 


BY TRAVIS WINSOR, M.D. 


Los Angeles, California 


The electrocardiogram is valuable in the detection of cardiac disease not 


revealed by other methods of examination, as well as in the differential diagnosis 
of chest pain and various heart conditions. It should become part of the routine 
physical examination, and form the basis of treatment of suspected cardiac disease. 


Atmost half a century has passed since the origi- 
nal description of the electrocardiograph by Ein- 
thoven, in 1903. The practical value of this in- 
strument has ever more increased, and a study of 
the electrocardiogram often furnishes diagnostic 
data which cannot be obtained by any other type 
of examination. With such information easily 
and quickly available to the general practitioner, 
he will be aided in arriving at a more accurate 
evaluation of the patient's condition and in pre- 
scribing specific treatment at an early date. 
The technique of making electrocardiographic 
tracings is no longer a monopoly of the cardi- 
ologist. There are now modern instruments avail- 
able which can be efficiently operated by a nurse 
or technician with little specialized training. 
When starting out in the field of electrocardi- 
ography the general practitioner will have to 
make arrangements with a competent cardiolo- 
gist especially trained in the field of electro- 
cardiography for the evaluation of the tracings. 


In due time and with proper training, however, 
he can acquire skill and experience in this field 
and read many of the recordings himself—en- 
abling him to start treatment on the basis of an 
electrocardiographic diagnosis. 


When To Take an Electrocardiogram 


An electrocardiographic study is indicated in 
a variety of circumstances. 

Electrocardiograms should become part of the 
routine physical examination of all patients over 
40 years of age, in order to exclude the possible 
presence of cardiac disease. 

The cause of chest pain may be determined 
by an electrocardiographic study. Differentiation 
of pain due to coronary occlusion, pulmonary 
infarction, pericarditis, or coronary insufficiency 
is greatly aided by such a study. The first three 
conditions can usually be diagnosed from trac- 
ings made with the patient at rest. The changes 
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in the electrocardiogram characteristic of coro- 
nary insufficiency, on the other hand, often ap- 
pear only after exercise. 

The initial size and subsequent changes in 
size of an infarct may be ascertained. These 
findings are important guides in determining the 
amount of bed rest needed. 

An electrocardiogram can be used to make 
sure whether or not shortness of breath and 
swelling of the ankles are due to heart disease. 

Whenever enlargement of the heart cannot 
be definitely demonstrated through physical ex- 
amination or roentgenogram, an electrocardio- 
gram is indicated. 

It is of help in distinguishing pulmonary in- 
farction from other causes or hemoptysis. 

It is possible to detect by electrocardiographic 
study disease processes involving different por- 
tions of the heart, particularly the atrioventricu- 
lar node, the junctional tissue, the bundle of 
His, or the ventricular musculature itself. 

It is possible to differentiate between the vari- 
ous types of cardiac irregularities: electrocardio- 
graphic tracings will demonstrate whether irregu- 
lar pulse is caused by auricular fibrillation, in- 
complete atrioventricular block, or ventricular 
ectopic beats; whether rapid pulse originates 
from sinus tachycardia, auricular or nodal tachy- 
cardia, ventricular tachycardia, or auricular flut- 
ter. It can furthermore be determined whether 
a slow cardiac rate may be due to sinus brady- 
cardia, complete atrioventricular block, incom- 
plete atrioventricular block or other causes. 

Previous medication with digitalis, especially 
digitalis intoxication, can be detected with an 
electrocardiogram. 

The level of blood potassium and blood cal- 
cium may be estimated. The potassium level is 
of importance in the treatment of diabetic coma, 
and in cases of severe dehydration due to vomit- 
ing or diarrhea. 

The degree of damage due to rheumatic fever 
can be made apparent with an electrocardio- 
graphic study. 

On the strength of the electrocardiogram it 
is possible to assist in the diagnosis of congeni- 
tal heart disease, for example, dextrocardia. 


What Leads Should Be Taken? 


The physician may routinely carry out a 
minimal adequate study consisting of six leads. 


Should the evaluation of: this initial electro- 
cardiogram not clarify the diagnosis, a complete 
study may be made, using 12 leads. 

The minimal adequate study consists of stand- 
ard leads I, II, and III, with lead III repeated 
with the breath held in inspiration, and leads 
V., V,, and V,. The complete study consists of 
standard leads I, II, and III, with lead III re- 
peated with the breath held in inspiration, 
aVr, aVl, and aVf, as well as V,, V., V;, V4, 
Wis 

Leads I, II, and III, called the standard leads, 
are the original leads of Einthoven. They are 
bipolar leads and indicate the difference in po- 
tential between each of two electrodes attached 
to different parts of the body. Lead I represents 
the difference in voltage obtained when the lead 
lines are connected to the right and left arms of 
the individual. Lead II represents the difference 
between the right arm and the left leg. Lead 
III represents the difference between the left 
arm and the left leg. In order to determine 
whether Q waves, which often appear in lead 
ILI, are due to infarction or merely reflect the 
position of the heart in the chest, lead III is 
repeated with the breath held in moderate in- 
spiration. In the presence of infarction the Q 
wave changes little, whereas with certain po- 
sitions of the heart in the chest the wave be- 
comes small or may entirely disappear. 

The leads aVr, aVl, and aVf are unipolar 
leads, taken with the electrode on the right arm, 
the left arm, and the left foot, respectively. The 
capital “V” indicates that electrical variations 
from a single point on the body are recorded. 
The small “a” preceding the “V” indicates a 
specific type of electrical wiring by which the 
electrical impulse is augmented, resulting in 
larger complexes in the tracings. The small “r”, 
“l’, or “f”, of course, represent the part of the 
body from which the recording is made (right 
arm, left arm, or foot). 

Generally, the electrode at the right arm dem- 
onstrates changes within the interior of the 
heart, especially arterial disease resulting from 
angina pectoris. Tracings made with the electrode 
at the left arm represent changes at the lateral 
wall of the left ventricle and often reveal in- 
farcts in this region. With the electrode at the 
left foot, the apex, diaphragmatic, and posterior 
surfaces of the left ventricle are explored and 
posterior infarcts are often detected. 
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millivolt of current introduced into the instru- 
ment by means of the standardizing button pro- 
duces a deflection of ten millimeters. In order to 
facilitate reading of the tracings, the technician 
should learn to place the standardization be- 
tween complexes. 


Figure 1. Position of electrodes on chest. 


Leads V, to V, are unipolar chest leads. In 
order to obtain leads V, to V, the electrode is 
placed on the chest in the following position 
(see Figure 1): 


V.:—4th intercostal space to right of sternum; 

V.—4th intercostal space to left of sternum; 

V;:—on a slanting line midway between V2 and V4; 

V.—5th intercostal space on the midclavicular line; in the 
male this is usually under the nipple; 

V;:—with the patient in the recumbent position, at a point 
where a vertical line, running through V4, intersects the 


left anterior axillary line; 
V.—with the patient in the recumbent p , at a point 
where a vertical line, running through V4, intersects the 


left midaxillary line. 


In leads V, and V, the electrodes are usually 
over the right ventricle and the tracings obtained 
are of great value in determining enlargement of 
this chamber. The position of the electrode in 
lead V, is generally over the interventricular sep- 
tum and is used for the detection of infarcts in 
this area. The position of the electrodes in leads 
V,, V;, and V, is over the left ventricle and en- 
largement as well as infarcts involving this 
chamber become apparent in these records. 

Every lead should be properly standardized. 
By means of the standardizing knob the stylus 
of the electrocardiograph is adjusted so that one 


Figure 2. Method of mounting electrocardiograms. 
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How To Mount Electrocardiograms 


A simple type of “clip mounting” suitable for 
mailing is shown in figure 2. When mounting 
electrocardiograms it is advisable to mark each 
lead individually by hand so as to avoid mis- 
takes (see Figure 2). Tracings should be arranged 
in proper order, i.e., leads I, II, III, and III hold- 
ing breath; aVr, aVl, and aVf; V,, V., V;, 
V,, and V,. These records with a 24% by 8-inch 
light cardboard cover and back can be easily 
stapled, thus making the electrocardiogram 
simple to handle. After the tracings have been 
interpreted, the back cover may be fastened to 
the patient's file folder. In this manner the re- 
cordings are protected and not easily lost. 

The data which are of importance in the 
evaluation of tracings are shown on the front 
page of the “clip mounting.” The normal elec- 
trocardiogram varies with the height, weight, 
and age of the individual. Digitalis often pro- 
duces shifts of the S-T segment which are easily 
confused with changes due to coronary insufh- 
ciency. Elevated blood pressure may immediate- 
ly explain certain changes in the tracings. 


ECG as Sole Method of Diagnosis 


When electrocardiographic tracings are taken 
as a part of the routine physical examination, 
various heart conditions, especially coronary ar- 
teriosclerosis, may be recognized, even though no 
signs of such an involvement are encountered 
by any other diagnostic procedure (see Figure 3). 
Some of the electrocardiographic patterns indi- 
cating arteriosclerotic and other types of cardiac 
disease are briefly described in the following: 

Incomplete atrioventricular block, character- 
ized by a PR interval greater than 0.21 second, 
may be due to vagus stimulation, or indicate 
disease in the region of the atrioventricular 
node, coronary arteriosclerosis, rheumatic fever, 
or excessive medication with digitalis. In electri- 
cal alteration, the QRS complexes alternate in 
amplitude; this finding may be a sign of serious 
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HEART DISEASE REVEALED ONLY BY ELECTROCARDIOGRAM 
Figure 3 
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heart disease, especially of an advanced stage 
of coronary sclerosis. 

In right bundle branch block the tracings show 
a wide S wave in lead I together with widening 
of the entire QRS complex. The condition is 
often due to a small lesion such as an arterio- 
sclerotic plaque in the region of the right bundle 
of His, or to enlargement of the right ventricle. 
.The prognosis is generally good. Left bundle 
branch block, presenting a wide R wave in lead 
I is usually a sign of extensive myocardial dis- 
ease or may result from enlargement of the left 
ventricle. This condition may be caused by 
hypertension, syphilis, or rheumatic fever, but 
can frequently be traced to coronary sclerosis. 
In the latter case the life expectancy is usually 


ACUTE PULMONARY INFARCT 


ANGINA PECTORIS 


CHEST PAIN 


Figure 4 


about two years; however, patients have lived for 
as long as eighteen years after the diagnosis had 
been made. T waves of coronary type in lead V, 
demonstrate myocardial ischemia, usually due to 
coronary arteriosclerosis, which may be otherwise 
entirely asymptomatic. 


Diagnosis of Chest Pain 


The electrocardiogram is of great help in the 
differential diagnosis of chest pain (see Figure 
4). Pain in the chest may be due to spontaneous 
pneumothorax, dissecting aneurysm, intercostal 
neuritis, pleurisy, acute pancreatitis, mediastinal 
emphysema, carcinoma of the lung, and various 
other causes. In all these instances the electro- 
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cardiogram is either normal or nonspecific. In a 
number of other diseases, however, electrocardio- 
graphic tracings show significant changes, and 
the diagnosis can be based on these findings. 

Acute pulmonary infarct is characterized by 
the presence of a wide, deep S wave in lead 
I, indicative of strain on the right ventricle. 
Furthermore, there appears a Q wave together 
with inversion of the T wave in lead III, prob- 
ably due to coronary spasm or rotation of the 
heart. Finally, negative shifting of the S-T seg- 
ment in lead V, is noted. 

In angina pectoris the S-T segment is de- 
pressed in the standard leads 1, I, and III as 


attack, and may appear whether the condition 
is associated with precordial pain on not. The 
electrocardiogram returns toward normal within 
10 or 15 minutes after an acute attack. 

In acute pericarditis transient elevation of the 
S-T segment in leads I, II, and V, is observed. 
Pericarditis may be due to a number of causes, 
especially rheumatic fever, tuberculosis, pyogenic 
infection, uremia, and myocardial infarction. 
The changes in the electrocardiogram produced 
by myocardial infarction differ depending on the 
area involved. The characteristic pattern of acute 
anterior infarction consists of large Q waves in 
V,. During the acute stage there is an elevation 


well as in most precordial leads. These segment of the S-T segments in certain precordial leads. 
shifts are especially pronounced during an acute In posterior infarction Q waves appear in the 


CARDIAC ENLARGEMENT 


Figure 5 
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standard leads II and III. During the acute proc- 
ess the S-T segments in leads V, or V, show 
negative shifts. 


Cardiac Enlargement 


Concentric cardiac enlargement (i.e., extend- 
ing toward the cavity of the heart) remains 
sometimes invisible in roentgenograms of the 
chest, but may be detected through evaluation 
of the electrocardiogram. By the electrocardio- 
graphic method, furthermore, it is possible to de- 
termine which chamber of the heart is involved, 
and thus to arrive at a differential diagnosis of 
cardiac enlargement (see Figure 5). 

Left ventricular hypertrophy is presented by a 
ORS complex of high amplitude, combined with 
inversion of the T wave, particularly evident in 
lead I, but usually also in leads aV1, V,, and V,. 
This electrocardiographic finding may be indica- 
tive of hypertension, aortic valve disease or co- 
arctation of the aorta. 

Left auricular hypertrophy is characterized by 
wide and deeply-notched P waves in leads I and 
II, and signifies rheumatic mitral stenosis. 

In right ventricular hypertrophy a deep S 
wave appears in lead I, while the R waves in 
lead III are tall and the R and T waves in this 
lead are discordant, i.e., point in opposite direc- 
tions. Cardiac enlargement of this type is most 
commonly due to congenital heart disease or 
cor pulmonale, secondary to emphysema, asthma, 
pulmonary fibrosis, or bronchiectasis. 

Right auricular hypertrophy, often indicative 
of cor pulmonale, shows in the standard leads II 
and III, P waves which are high (greater than 
2.5 mm. in the tallest of three standard leads), 
peaked and of similar configuration. 


irregularity of Heart Rhythm 


Irregularity of heart rhythm (see Figure 6) 
may be due to a number of causes which are not 
easily distinguished by any other method. In the 
electrocardiogram irregular heart rhythm _pro- 
duces several characteristic patterns. Differentia- 
tion of these patterns is usually of aid in arriving 
at a specific diagnosis which is the prerequisite 
for proper treatment. 

Auricular fibrillation is marked by an irregu- 
lar R to R interval; the P waves are either ab- 
sent or only barely indicated. This cardiac ir- 
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regularity is usually caused by hypertension, 
coronary sclerosis, hyperthyroidism, or rheu- 
matic mitral stenosis. 

Irregular heart rhythm may also be en- 
countered as incomplete atrioventricular block. 
Here certain QRS complexes are dropped so 
that P waves are not invariably followed by 
QRS complexes. This condition is often due to 
coronary sclerosis, rheumatic fever, excessive 
medication with digitalis or to vagus stimulation. 

Multifocal ventricular ectopic beats may also 
be an expression of irregularity of the heart 
thythm. The ectopic QRS complexes in one 
lead are usually wide and show different con- 
figurations; furthermore, they are not preceded 
by P waves. This typical pattern appears when 
impulses arise in at least two regions of the 
ventricles. If the underlying changes are not 
due to excessive medication with digitalis, they 
indicate severe myocardial damage usually 
caused by coronary arteriosclerosis. 

Multiple ventricular ectopic beats present ec- 
topic QRS complexes of similar configuration 
which are not preceded by P waves. This is 
often not associated with organic heart disease 
but may be due to digitalis. It may, however, 
be associated with myocardial infarction or coro- 
nary insufficiency. 


Tachycardia 


With the aid of the electrocardiogram, tachy- 
cardia is quickly and accurately differentiated 
(see Figure 7). In sinus tachycardia the resting 
cardiac rate in adults is greater than 100 beats per 
minute. This condition is frequently seen in hy- 
perthyroidism, anemia, toxemia, infections, after 
exercise, emotional disturbances, etc. The most 
characteristic finding in the electrocardiogram is 
an R to R interval varying with respiration. 
Auricular tachycardia is characterized by a rapid 
but regular ventricular rate which may rise to 
250 beats per minute during an attack. In the 
electrocardiogram the R to R interval is constant 
and does not vary significantly with respiration. 
P waves of normal appearance precede the QRS 
complexes. Auricular tachycardia often occurs 
without apparent cause, is not necessarily in- 
dicative of cardiac disease, and does not itself 
constitute a serious condition. Sometimes it may 
be traced to accessory muscle tissue connecting 
the auricle and the ventricle, the so-called 
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MULTIPLE VENTRICULAR ECTOPIC BEATS 
wide QRS complexes of 


bundle of Kent. In this case the electrocardio- 
gram taken during rest shows a short P to R in- 
terval and a wide QRS complex with slurring on 
the upstroke of the R wave. About 20 per cent 
of patients with the bundle of Kent syndrome 
have serious organic heart disease. 

Ventricular tachycardia appears in the electro- 
cardiogram as a rapid succession of wide QRS 
complexes with P waves falling within the QRS 
complexes. The condition is often caused by 
coronary occlusion, indicates serious cardiac dis- 
ease, and may lead to ventricular fibrillation 
and death. Every effort should be made to con- 
trol ventricular tachycardia, as congestive heart 
failure is likely to develop if it persists for a long 
period of time. 


IRREGULAR CARDIAC RHYTHM 


Auricular flutter is represented in the electro- 
cardiogram by large, rapidly recurring P waves 
with a “saw-tooth” configuration. The ratio be- 
tween auricular and ventricular complexes varies; 
in figure 7 it is two auricular to one ventricu- 
lar complex. Auricular flutter may be due to 
hyperthyroidism, coronary sclerosis or hyperten- 
sion. 


Slow Cardiac Rate 


A slow cardiac rate finds its expression in sev- 
eral distinct variations of the electrocardiogram 
(see Figure 8). In sinus bradycardia the auricular 
and ventricular rate is below 60 beats per min- 
ute; the R to R and P to R intervals are long 
and vary with respiration. Sinus bradycardia is 


Figure 6 
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myocardial damage 


often merely due to vagus stimulation, but in 
other instances follows infection, malnutrition, 
avitaminosis B, or hypothyroidism. 

Complete atrioventricular block is often due 
to coronary arteriosclerosis. The auricles beat at 
a relatively normal rate while the ventricles beat 
at a slower rate determined by impulses arising 
from an independent, irritable focus in the ven- 
tricle. The ventricular rate is usually around 40 
beats per minute, occasionally being as low as 
20 or even 15 beats per minute, which results 
in fainting attacks. In the electrocardiogram 
there appear more auricular than ventricular 
complexes, and the P waves are entirely disasso- 
ciated from the QRS complexes. Incomplete 
atrioventricular block may also result in a slow 


SINUS TACHYCARDIA 


RAPID CARDIAC RATE 


cardiac rate. The condition has been mentioned 
previously. Another configuration indicative of 
a slow cardiac rate is slow auricular fibrillation 
with ventricular ectopic beats. The electrocardio- 
gram shows indistinct P waves and irregular R 
to R intervals, while the duration of the QRS 
complex of the ectopic beat is long. This condi- 
tion is caused by hypertension, coronary sclero- 
sis, mitral stenosis, or hyperthyroidism. 


Electrocardiographic Differentiation 


This detailed evaluation of electrocardio- 
graphic tracings often proves to be of vital im- 
portance for differential diagnosis and proper 
treatment of the cardiac patient. To give one 


Figure 7 
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striking example: complete atrioventricular block 
and auricular fibrillation with ventricular ec- 
topic beats both produce a slow cardiac rate and 
often cannot be differentiated by clinical exami- 
nation (see Figure 8). If quinidine, one of the 
myocardial depressants, is used in bradycardia 
due to complete atrioventricular block, the result 
will often be fatal. In bradycardia due to auricu- 
lar fibrillation with ventricular ectopic beats on 
the other hand, administration of quinidine is 
indicated and will prove of great help. Distinc- 
tion between the two conditions, and therefore 
success or failure of treatment, depends almost 
entirely on an accurate evaluation of the electro- 
cardiogram. 

These are some of the more frequently used 


SLOW CARDIAC RATE 


drugs, together with the conditions for which 


they are indicated: 
Auricular fibrillation and flutter 
Auricular tachycardia 


Auricular or ventricular ectopic beats 
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Figure 8 
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heparin 


Myocardial or pulmonary infarct er 


Partial heart block 


Sinus bradycardia atropine 


Pericarditis antibiotics 


Acute rheumatic fever ACTH 


Sinus tachycardia due to 


hyperthyreldien propyl thiouracil 


I have attempted this brief outline of the eval- 
uation of the electrocardiogram to convey an 
impression of the importance of this technique in 
the differential diagnosis of heart diseases. Such 
detailed analysis is essential in determining the 
treatment best suited for the individual patient. 
In most cases of cardiac distress it is the general 
practitioner who is first called in. By adding an 
electrocardiograph to his diagnostic armamentar- 
ium, he will be able to offer much faster and 
effective aid in critical situations. 

It should be pointed out that the field of electro- 
cardiography is complex and considerable ad- 
vancement is made in this science each year. 
Cardiologists spend considerable time in keeping 
abreast of these advancements and are, there- 
fore, especially qualified to read difficult trac- 
ings. For this reason, the general practitioner 
should lean heavily on the local cardiologist for 


aid in electrocardiographic interpretation until he 
becomes competent in this field. In addition, it 
should be stressed that the electrocardiogram 
does not give information relative to the patient's 
functional capacity, that is, his ability to perform 
work, nor does it reveal the presence of failure 
of the heart. Information of this sort is provided 
by a careful clinical examination. 

Occasionally a patient has been known to 
drop dead from heart disease soon after the re- 
cording of a normal electrocardiogram. This is 
sometimes due to faulty electrocardiographic in- 
terpretation or because of the failure to examine 
the electrocardiogram after exercise. Although 
the exercise tolerance test is a valuable procedure 
often revealing the presence of coronary insuf- 
ficiency when the resting electrocardiogram is 
normal, it is probably best for the cardiologist to 
carry out this procedure as it is not without 
danger. This common situation of a normal rest- 
ing electrocardiogram in the presence of cardiac 
disease should be constantly kept in mind, and 
when clinical indications are present, further in- 
vestigation made. 

On the other hand, the mistake of misinter- 
preting a normal electrocardiogram as indicating 
the presence of heart disease is usually serious 
as such a diagnosis may be the beginning of a 
severe cardiac neurosis, thus, a thorough knowl- 
edge of the many normal electrocardiographic 
variations is essential. 


Regional Hespital Plan few Postgraduate Training 


Tue New York University-Bellevue Medical Center Regional Hospital Plan now includes twelve 
hospitals in New York, New Jersey, Connecticut, and Pennsylvania. Interns in the affiliated 
hospitals have an opportunity to take courses up to one year in duration at the Medical Center. 
Faculty members make regular visits to the affiliated hospitals to participate in clinical confer- 
ences, or to conduct seminars, ward rounds, and other instructional programs. All physicians in 
the community served by the affiliated hospitals are invited to attend and participate in these 


training programs. 


Dr. Clarence E. de la Chapelle is Director of the plan and its purpose is to aid in keeping 
all staff members of the affiliated hospitals abreast of the latest advances in medical care and 


research. 
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Table 1. Parasitic Diseases of the Intestine 


Phylum 


Parasite 


Protozoa 


Endamoeba histolytica 
Balantidium coli 
Giardia lamblia 


amebiasis 
balantidiasis 
giardiasis 


Helminths 


Nematoda 
(roundworms) 


Enterobius vermicularis 
Trichocephalus trichiuris 


Ascaris lumbricoides 
Necator americanus 
Ancylostoma duodenale 
Strongyloides stercoralis 
Trichinella spiralis 


pinworm infection or oxyuriasis 
whipworm infection or 
trichocephaliasis 

ascariasis 


hookworm disease 


strongyloidiasis 
trichinosis 


Platyhelminthes 


(flatworms) 


Hymenolepis nana 

Taenia saginata 

Taenia solium 
Diphyllobothrium latum 
Schistosoma japonicum 
Schistosoma mansoni 
Schistosoma haematobium 


dwarf tapeworm infection 
beef tapeworm infection 
pork tapeworm infection 
fish tapeworm infection 


schistosomiasis 
schistosomiasis or bilharziasis 


Arthropoda 


maggots of bottle flies, 
flesh flies, house flies, 
latrine flies 

grubs of beetles 


intestinal myiasis 


intestinal canthariasis 


PARASITIC 


BY WILLIAM G. SAWITZ, M.D. 
Jefferson Medical College, Philadelphia 


Tue piseEases of the intestinal tract caused by 
parasites belonging to the animal kingdom are 
either protozoan or helminthic infections or 
arthropod infestations. The parasites and the dis- 
eases are listed in the table which appears in the 
frontispiece illustration of this article. 

Some of these parasites are acquired by the 
ingestion of the parasite (Endamoeba histoly- 
tica); others penetrate the skin and travel by way 
of the blood and lungs to the trachea, larynx, 
and esophagus to reach their ultimate location 
in the intestinal tract Chookworms). Some live 
on the mucosa of the small intestine (Ascaris) 
and some in the mucosa of the small intestine 
(Strongyloides). Some live on the mucosa of the 
colon (Enterobius) and some in the mucosa of 
the colon CE. histolytica). Some live in the blood 


vessels of the colon (Schistosoma). 


Parasitic Disorders of the Intestine 


The clinical manifestations of parasitic infec- 
tions are protean. There may be no symptoms, or 
they may consist of vague intestinal disorders, 
of constipation, diarrhea, or dysentery. Some dis- 
eases have a febrile course, at least some of the 
time; some patients complain of intestinal cramps 
or of itching around the anus, and others show 
loss of weight. In any case, in none of these in- 
fections is it possible to make a diagnosis on 
clinical grounds alone. The actual cause is de- 
termined only in the laboratory. It is the lack of 
specificity of clinical manifestations which re- 
sults in the parasitic cause of such disorders 
being overlooked so readily. The same symptoms 
and signs occur in other disorders as well. 

Anemia is a prominent sign in those infections 
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in which the parasite feeds on blood, as in 
schistosomiasis and hookworm disease. The 
schistosomes live in, and feed on, blood; the 
hookworms live hooked into the mucosa of the 
small intestine and each worm sucks 0.5 to 0.7 
ml. of blood a day. In both diseases a microcytic, 
hypochromic anemia ensues, the degree depend- 
ing on the number of worms present. 

Large tapeworms which live in the small in- 
testine, especially the fish tapeworm, are some- 
times associated with a macrocytic, hvyperchromic 
anemia. Although the absorption of unsaturated 
fatty acids liberated by Diphyllobothrium latum 
has been incriminated as the cause, it is more 
likely that these worms require the extrinsic 
principle in the daily diet for their own growth 
and thus deprive the patient of this essential 
hematopoietic factor. Such macrocytic anemia 
may occur in patients whose intake of the 
extrinsic factor is low if fish is their staple diet, 
as it is in Finland. 

In other parasitic infections of the intestine, 
anemia is not characteristic. A slight reduction 
of the number of red cells is encountered in in- 
fections with lesions of the sigmoid and rectum, 
or during febrile episodes of the infection. 

Protozoan infections of the intestinal tract do 
not alter the number of circulating leukocytes. 
Amebic colitis, balantidiasis, and giardiasis are 
not associated with any significant change in the 
leukocyte count. However, moderate leukocy- 
tosis (10,000 to 15,000 leukocytes per cu.mm.) 
occurs in amebic hepatitis and amebic liver ab- 
scess. 

Some helminths infecting the intestinal tract 
cause leukocytosis. Those worms which develop 
into adults in the intestinal tract without a 
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blood-migrating phase, the pinworm and the 
whipworm, cause a leukocytic response only when 
they are present in enormous numbers. Worms 
with a phase of migration through the blood 
and lungs, Ascaris, the hookworm, and Strongy- 
loides, cause a leukocytosis during the migratory 
phase. Such temporary increase of leukocytes up 
to 15,000 per cu.mm. may be found in ascari- 
asis and hookworm disease and an even higher 
leukocytosis may be found in Strongyloides in- 
fections. Worms having a prolonged blood phase, 
Trichinella spiralis, cause leukocytosis, 20,000 
per cu.mm. or higher, during the four to six 
weeks of the lives of the adult worms. Worms 
which live in the blood, the schistosomes or 
blood flukes, cause leukocytosis for the length of 
their lives, up to 10 or more years. 

The arthropod infestations of the intestinal 
tract are not associated with a significant change 
in the number of leukocytes. 

Protozoan infections are not associated with 
an increase in eosinophils. Neither E. histolytica, 
Balantidium coli, nor Giardia lamblia stimulate 
the production of eosinophils. If an eosinophilia 
is present in any of these infections, it is due to 
causes other than the protozoa. 

In helminthic infections, eosinophilia may 
occur. The cuticula of the worms and their 
metabolites contain powerful allergens and the 
degree of eosinophilia depends on the size of the 
individual worm, the number of worms, and the 
closeness of the worm to the tissue. 

Worms which live permanently in blood ves- 
sels, such as the Schistosoma or blood flukes, 
cause the highest (50 per cent or more) and 
most persistent eosinophilia. 

Worms which have a phase of migration 
through the blood (Ascaris, hookworms, Stron- 
gyloides, Trichinella) cause a high eosinophilia 
C15 to 50 per cent), but only a temporary one. 
The length of time depends upon the duration 
of the migratory phase. The period is short in 
ascariasis and lasts some four to six weeks in 
trichinosis. 

Those worms which live in the small intes- 
tine (Ascaris, hookworms, Strongyloides, Trichi- 
nella, tapeworms) discharge their metabolic 
products into the small intestine. The products 
are absorbed at this site and a moderate (8 to 
15 per cent) or slight (5 to 8 per cent) increase 
in eosinophils occurs, the degree depending upon 
the number of worms present. 


Worms which live in the colon discharge 
their metabolites into the lumen from where 
they are not readily absorbed. Thus, the eosino- 
phil count is normal or only slightly raised. 

Arthropod infestations of the intestine (fly or 
beetle larvae causing myiasis or canthariasis 
respectively) are not commonly associated with 
eosinophilia. 


Diagnosis of Parasitic Infections 


Roentgenography is not recommended for the 
diagnosis of parasitic infections. However, should 
roentgenograms of the gastrointestinal tract be 
made for other reasons, evidence suggestive of 
a parasitic infection is occasionally found. 

The roentgenogram of early amebiasis simu- 
lates that found in cases of mucous colitis and 
in the later stage that of ulcerative colitis. Haus- 
tra may be absent and minute projections of 
barium may be seen which represent the amebic 
ulcers. In amebiasis of the colon of long dura- 
tion, contractions of the fibrotic scar tissue occur 
and the cecum may appear cone-shaped. In the 
case of an ameboma, a filling defect and stenosis 
are found, simulating a carcinoma or regional 
enteritis. 

Ascaris lumbricoides in the small intestine has 
been diagnosed incidentally by serial barium 
roentgenographic studies by the presence of a 
filling defect corresponding in shape to the 
worm. Ascaris ingests the barium and its intesti- 
nal canal appears as a streak of barium along the 
center of the filling defect. When the small 
bowel has become emptied of its barium content, 
the presence of the worm may be noted by its 
threadlike, opaque digestive canal. 

In hookworm disease and _ strongyloidiasis, 
mucosal changes of the small intestine have been 
described. These changes consist of coarsening, 
irregularity, and obliteration of the mucosal 
folds. 

Whatever disorders the roentgenogram may 
reveal, at best it can suggest only the possibility 
of a parasitic infection. The specific diagnosis 
rests with the laboratory. 

Sigmoidoscopy is of value in the diagnosis of 
those parasitic infections of the colon in which 
lesions occur in the sigmoid and rectum. Pin- 
worms and whipworms are occasionally found 
on the colonic wall, but valuable information 
may be obtained by sigmoidoscopic examination 
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of patients with amebic dysentery, balantidial 
dysentery, and schistosomal dysentery. 

Early amebic lesions appear as slightly raised, 
pinhead-sized ulcers. Larger ulcers, 4 to 15 mm. 
in length, are oval or buttonhole shaped. They 
appear punched-out and have overhanging edges. 
Characteristic of amebiasis is the absence of in- 
flammatory changes between the ulcers which are 
sometimes | to 5 cm. apart. If numerous lesions 
are present, the general appearance is that of 
ulcerative colitis. Occasionally, an ulcerating 
fleshy growth, the amebic granuloma, is seen, 
which can be easily mistaken for a carcinoma. 

Balantidial dysentery presents a sigmoidoscopic 
picture similar to that of amebiasis, but the 
lesions are larger and deeper. Schistosomal 
dysentery is characterized by small, yellowish 
abscesses, ulcers, papillomata, or polyps. 

The value of sigmoidoscopic examination is 
limited by the fact that two-thirds of the pa- 
tients with amebiasis, balantidiasis, and schis- 
tosomiasis have lesions only in the cecum or as- 
cending colon, and even though lesions of the 
sigmoid are visualized, they are only suggestive, 
and not diagnostic as to their specific cause. It 
is advisable, therefore, to aspirate material from 
the lesions for microscopic examination. A glass 
tube is introduced through the sigmoidoscope 
and material aspirated by means of a suction 
bulb. Cotton swabs are not of value in obtaining 
material for parasitologic examination. 


Laboratory Diagnosis 


Since the clinical manifestations and the re- 
sults of routine examinations are not specific of 
parasitic infections, the diagnosis can be made 
only when the parasite in any one of its stages 
is recovered and properly identified. The exami- 
nation of feces is satisfactory for the diagnosis of 
most, but not all, of these infections. 

Specimens of formed feces are collected best in 
a clean glass bottle, test tube, or cardboard con- 
tainer, but free from urine. Feces containing 
oil, barium, iron, or bismuth are unsatisfactory 
for parasitologic examination. Liquid specimens 
to be examined for amebas should be kept warm 
and examined within half an hour after passage. 
The liquid feces are placed in a test tube kept 
in a glass of warm water 40° C. (104° F.). 

Should it be necessary to mail a liquid speci- 
men to a laboratory, three or more parts of 


GP @ March, 1951 


polyvinyl alcohol fixative (PVA) are added. 
This fixative is prepared by adding 5 Gm. of 
PVA (Elvanol 90-25) to a solution containing 
5 ml. of glacial acetic acid, 1.5 ml. of glycerol, 
and 93.5 ml. of Schaudinn’s solution (2 pts. 
saturated aqueous solution of mercuric chloride 
and 1 pt. 95 per cent ethyl alcohol). The 
powdered PVA is dissolved in the solution by 
heating to 75° C. (167° F.). 

Amebiasis (colitis and particularly hepatitis) 
and trichinosis admittedly are difficult to diag- 
nose in the laboratory. Serologic methods are em- 
ployed for these diseases. 

The complement fixation test for amebiasis 
gives satisfactory results in cases of amebic 
hepatitis and amebic liver abscess, but is not 
too reliable in amebic colitis. 

The complement fixation test for trichinosis 
is reliable. It becomes positive about the begin- 
ning of the second week of the disease. The 
complement fixation test is preferable to the skin 
test or precipitin test. The demonstration of 
encysted larvae of T. spiralis in biopsies of 
muscle is difficult before the fourth week. Sera 
are tested for amebiasis and trichinosis at the 
Laboratory Services, Communicable Disease 
Center, Chamblee, Georgia. 

The examination of duodenal aspirate is help- 
ful in the diagnosis of giardiasis and strongyloi- 
diasis, since both diseases affect the upper part 
of the small intestine. 

The examination of perianal swabs is the best 
method for the recovery of eggs of Enterobius 
vermicularis (the pinworm). A piece of scotch 
tape is held over a tongue depressor or the butt 
of a test tube with the adhesive surface outside. 
The perianal area is swabbed and the tape 
placed on a slide, adhesive surface downward. 
The preparation remains satisfactory for exami- 
nation for a day or two. 

The examination of feces rarely is satisfactory 
for the recovery of eggs in Taenia saginata or 
Taenia solium infections, since the eggs ordi- 
narily are not laid in feces, but the segments 
are passed. A specimen in which eggs of Taenia 
have not been found does not prove the absence 
of the infection. If necessary, a salt purgative 
will result in the passage of proglottids which 
may be identified quite readily. 

In Manson’s and oriental schistosomiasis, only 
a few, if any, eggs are passed in feces. In these 
instances, it is sometimes advisable to introduce 
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tissue from an ulcer or, if none is visualized, 
from the normal mucosa of the sigmoid. The 
specimen is pressed between two slides and ex- 
amined directly for eggs. 

In some instances, the patient passes “worms” 
which readily can be diagnosed whether they 
are brought to the laboratory unpreserved or 
preserved in formalin, vinegar, or rubbing alco- 
hol. Such “worms” are either artifacts, like fascia 
of beef or pork muscles, roundworms which have 
contaminated feces after their passage, or true 
parasites. Roundworms accidentally found in the 
toilet bowl by the patient are the common earth- 
worm or other annelids which gained access to 
the water supply. They are identified as anne- 
lids on the basis of their ring-like segments. The 
true parasites of the intestine ordinarily passed 
and recognized by the patient are the adult 
E. vermicularis, adult A. lumbricoides, pro- 
glottids of T. saginata or T. solium, maggots of 
flies, or grubs of beetles. 

E. vermicularis measures between 5 and 10 
mm. (4 to % inch) in length and 0.2 to 0.5 
mm. in greatest diameter. Examined under low 
magnification, this roundworm shows character- 
istic hyaline “wings” at the anterior (blunt) 
end. 

A. lumbricoides measures between 20 and 40 
cm. (8 to 16 inches) in length and 0.5 cm. in 
diameter. It is a roundworm of a fleshy color. 

The proglottids of T. saginata and T. solium 
are flat. They measure approximately 5 to 12 
mm. by 20 mm. and are capable of independent 
movement. They are diagnosed specifically by 
compressing the segment between two slides and 
holding it against the light. The uterine branches, 
darkened by the eggs inside, become visible 
and can be counted. More than 13 main lateral 
branches on either side of the uterine stem are 
characteristic for T. saginata, less than 13 for 
T. solium. 

The maggots of flies vary in size from 12 to 
30 mm. (% to 1% inch), depending on the 
species. They are milky white, worm-like, and 
taper at the anterior end. They have 13 body 
segments but no legs. At the posterior (thicker) 
end, the spiracles or breathing pores are found. 
The pattern of these pores is readily recognized 
under the microscope and serves as means of 
identification. 

The grubs of beetles are similar to maggots, 
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but are differentiated from them by three pairs 
of small legs near the anterior end, each termi- 
nating in a pointed claw. 


Treating Protozoan Infections 


Amebiasis. Treatment for amebiasis is indi- 
cated when E. histolytica has been demonstrated. 
However, the administration of amebacidal drugs 
is permissible without laboratory confirmation in 
patients with suspected amebic liver abscess. 

Patients with asymptomatic amebiasis and 
ambulatory amebic colitis are treated with terra- 
mycin or aureomycin followed by carbarsone. 
Amebic dysentery is treated with emetine hydro- 
chloride and carbarsone. Amebic hepatitis and 
amebic liver abscess are treated with chloroquine 
diphosphate (Aralen) or emetine hydrochloride. 
If necessary, the abscess is aspirated after a few 
days of medication. Amebiasis of other organs is 
treated with emetine. 

Terramycin is administered orally, 2 Gm. 
daily for 10 days. 

Aureomycin is given orally, 2 Gm. daily for 
10 days. 

Adults are given one capsule (0.25 Gm.) of 
carbarsone four times a day by mouth following 
each meal and at bedtime for 10 days. The dose 
for children is 0.06 Gm. per kilo of body weight 
daily for 10 days. The course may be repeated 
after a rest period of 10 days. If diarrhea occurs, 
it can be controlled by kaomagma, | to 2 table- 
spoonfuls, after each defecation. 

Emetine hydrochloride is given subcutaneous- 
ly or intramuscularly (not intravenously) to 
adults in doses of 0.03 Gm. twice a day—never to 
exceed 10 days. Children over 8 vears of age 
are given 0.02 Gm. daily while younger chil- 
dren are not treated with emetine. While its cure 
rate in amebic dysentery is low, it relieves dis- 
tress quickly. Emetine is a protoplasmic poison 
and may affect the myocardium. The blood pres- 
sure and the electrocardiogram should be ex- 
amined repeatedly during treatment. 

Chloroquine diphosphate is given to adults in 
doses of two tablets Ceach 0.25 Gm.) twice daily 
by mouth for two days, followed by two tablets 
once daily for 20 days. The dosage for children 
is 7 mg. per kilo of body weight daily for 20 
days. 

Balantidiasis. The finding of B. coli is indica- 
tion for treatment. The drug of choice is carbar- 
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sone given as in the treatment of amebiasis. 

Giardiasis. Treatment for giardiasis is indicated 
only when G. lamblia has been demonstrated and 
clinical manifestations referable to G. lamblia 
are present. The majority of those infected do 
not have any symptoms. The treatment of choice 
is quinacrine hydrochloride (Atabrine). 

Adults and children over eight years of age 
are given two tablets three times a day by 
mouth after meals for two days, followed by 
one tablet three times a day for five days. Chil- 
dren one to four years of age are given 0.05 Gm. 
twice daily for five days; children four to eight 
years of age are given 0.1 Gm. twice daily for 
five days. 


Treating Helminthic Infections 


Helminthiases differ from infections with pro- 
tozoa, bacteria, viruses, or fungi, in two impor- 
tant aspects. Helminths do not multiply within 
man. They may lay eggs or larvae, but the life 
cycle is not completed within the patient. One 
worm remains one worm only, until its death. 
Thus, the life span of a worm needs considera- 
tion and the clinical manifestations and the indi- 
cation for treatment depend, in part, on the 
actual number of worms present. The second 
difference is that most of these worms are large. 
A tapeworm may be five yards long, and when 
killed by anthelmintics, the worms disintegrate 
and liberate large amounts of foreign protein 
or allergens injurious to the patient. Thus, the 
safe disposal of the bodies of the worms is an 
integral part of the treatment. 

Oxyuriasis. The establishment of the diagnosis 
of oxyuriasis (enterobiasis) through the identi- 
fication of adults or eggs of E. vermicularis (the 
pinworm) justifies treatment. 

The simplest form of treatment is cleansing 
enemas of tepid water given in the evening on 
alternate days for six to eight weeks. The ra- 
tionale of this regimen is that, by prevention 
of reinfection, the worms will die within two 
months, which is the life span of the pinworm. 
Toward the end of their lives, the females mi- 
grate from the cecum into the rectum and the 
cleansing enemas remove them before they can 
deposit their eggs on the perianal area, thus 
preventing autoreinfection. 

If repeated enemas are contraindicated or 
otherwise impracticable, as in a large family, the 
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one-day treatment with quinacrine hydrochloride 
is given. The dose is 10 mg. per kilo of body 
weight. No food is taken the night before medi- 
cation. The total dose of quinacrine is taken by 
mouth in the morning on an empty stomach and 
followed three hours later by a tablespoonful of 
sodium sulfate CGlauber’s salt) dissolved in 
water. Children should be given half of this dose. 

Patients who are not cured by either of these 
treatments should be given tablets of medicinal 
gentian violet (0.03 Gm. each) in four-hour 
coating (Enseal). Adults are given two tablets 
three times a day, and children under 40 kilo 
of body weight take one tablet three times a 
day for eight days. Medication is discontinued 
for one week and then repeated for another 
eight days. Epigastric pain, nausea, and diarrhea 
may occur but temporary discontinuation of 
the drug usually relieves the symptoms. 

It is essential that all persons living with the 
patient be examined and, if found infected, 
treated. Strict personal hygiene, showers, cleans- 
ing of the anal area, and washing of the hands 
after defecation and before meals are important, 
but by themselves will not necessarily prevent 
reinfection by the anus-finger-mouth transmis- 
sion. Ointments around the anal area, bandages 
of the arms to prevent scratching of the peri- 
neum, and many other remedies have not been 
found of value. However, the treatments recom- 
mended may not be successful either. 


Whipworm Infection 
The finding of eggs of Trichocephalus tri- 


chiuris (the whipworm) is not necessarily an 
indication for treatment. Medication should be 
given only when the number of eggs in the 
feces is large, indicating a heavy worm-burden, 
or when clinical manitestations are caused by 
the worms. The life span of the whipworm is 
approximately two years. 

The drug of choice is leche de higueron, the 
sap of certain fig trees in Central and South 
America, which contains an enzyme which di- 
gests the worms. The sap, 60 ml., is given at 
night after a purgative has been given in the 
morning. The sap, however, is not commercially 
available in the United States since it is not 
stable. 

The drug of second choice is ferric ammonium 
citrate, in capsules, each containing 0.25 Gm. 


| 
7 


The dosage for adults is 1.5 Gm., three times 
a day, after meals for two weeks. Children are 
given % to % the dose given to adults. 

The third choice of treatment is tetrachloro- 
ethylene and oil of chenopodium. No fat or 
alcohol is given for two days. The night before 
medication, a salt purgative and a cleansing 
enema are given. The next morning 3 ml. con- 
taining tetrachloroethylene, 2.7 ml., and oil of 
chenopodium, 0.3 ml., are given on an empty 
stomach. Children are given 0.2 ml. of the mix- 
ture per year of age up to the dose for adults. 
The mixture is given in gelatin capsules or in 
a teaspoon with sugar. The treatment may be 
repeated after one week if necessary. 


Ascariasis 


There are two phases in ascariasis, the Ascaris 
pneumonitis and the intestinal phase. No spe- 
cific drug is known to be efficacious in killing 
the larvae migrating through the lungs. The 
treatment is symptomatic. The life span of the 
adult large roundworm is approximately one 
year and the passage of a worm is not by itself 
indication for treatment. Only when eggs of 
A. lumbricoides are found in feces indicating 
that ascarids are still present in the intestine, 
is treatment required. The drug of choice is 
hexylresorcinol (Caprokol). 

The night before medication, a tablespoonful 
of sodium sulfate dissolved in water (the dose 
is cut in half for children) is given. Adults are 
given 1 Gm. (five tablets, each containing 0.2 
Gm. of hexylresorcinol), children six to ten 
years of age, 0.8 Gm. (four tablets), and chil- 
dren one to five years, 0.6 Gm. (three tablets) 
on an empty stomach in the morning. No food 
is allowed for five hours when sodium sulfate 
(Glauber’s salt) is given again to evacuate the 
disintegrating worms. 

Treatment may be repeated after a few days, 
if eggs are still found in feces three days after 
treatment. 


Hookworm Disease 


There are three phases in hookworm disease— 
the hookworm dermatitis (ground itch), the 
hookworm pneumonitis, and the intestinal phase. 
No specific drug is known for the ground itch 
or the pneumonitis. The treatment is sympto- 
matic. The life span of the adult hookworms is 


approximately six years, usually three years. 

The finding of hookworm eggs or larvae in 
feces or eggs in duodenal aspirate in the pres- 
ence of clinical manifestations is indication for 
treatment. The drug of choice is tetrachloro- 
ethylene. Medication with iron preparations pre- 
cedes specific treatment until the hemoglobin is 
at least 50 per cent. 

No fat or alcohol is allowed for two days. 
The night before medication, a tablespoonful 
of sodium sulfate CGlauber’s salt) dissolved in 
water (half the dose for children) is given. 
Adults are given 3 ml. (three capsules) and 
children, 0.2 ml. per year of age up to the dose 
for adults, in the morning on an empty stomach. 
Two hours later, sodium sulfate is given again. 
The patient remains in bed without food (tea 
is permitted) until a bowel movement has 
occurred. 

In hookworm infections complicated by Ascaris 
infection, hexylresorcinol is given first. 


Strongyloidiasis 


There are three phases in strongyloidiasis— 
the Strongyloides dermatitis, the pneumonitis, 
and the intestinal phase. No specific drug is 
known for the dermatitis or the pneumonitis. 
The treatment is symptomatic. The life span of 
the adult Strongyloides stercoralis is not defi- 
nitely known, but is believed to be five years. 

The finding of larvae in feces or of eggs or 
larvae in duodenal aspirate is indication for 
treatment. The drug of choice is medicinal 
gentian violet which, however, is not satisfactory 
even though it is given in large doses. No other 
drug of value is known. 

Medicinal gentian violet is available in tablets 
in 1%-hour coating, each containing 0.03 Gm. 
Adults are given two tablets (0.06 Gm.) three 
times the first day, three tablets (0.09 Gm.) 
three times the second day, four tablets (0.12 
Gm.) three times the third day. The daily dose 
is increased by three tablets each day until 
nausea, vomiting, or diarrhea occur. The drug 
is omitted for one day and then continued in 
the highest, nontoxic dose. In children treatment 
is begun with one tablet three times the first 
day and the dose is increased by three tablets 
a day. Infants are not treated with gentian 
violet. 

Treatment can be repeated after six weeks 
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when larvae are still present in feces at that 
time. Larvae disappear very slowly even though 


treatment was successful. 


Trichinosis 


The establishment of the diagnosis of trichi- 
nosis is indication for treatment only in severe, 
clinical cases. However, no chemical compound 
of value is known for any of the three phases 
of T. spiralis, which are the adults in the in- 
testine, the larvae migrating through the blood, 
and the encysted larvae in the muscles. The 
treatment is symptomatic. 


Dwarf Tapeworm Infection 


The life span of Hymenolepis nana is prob- 
ably only a few weeks but autoreinfection takes 
place readily since the eggs when laid are im- 
mediately infective to the same person or others. 
Treatment is indicated when eggs of H. nana 
are found in the feces. The drug of choice is 
quinacrine hydrochloride; second choice is hexyl- 
resorcinol. 

The night before medication a tablespoonful 
of sodium sulfate (Glauber’s salt) dissolved in 
water is given to adults (half the dose to chil- 
dren). The next morning adults are given 0.9 
Gm. of quinacrine (nine tablets) orally, in three 
portions, 20 minutes apart, on an empty stomach, 
followed by sodium sulfate purgation 1% hours 
later. The following three days the patient is 
given 0.1 Gm. (one tablet) three times a day. 

Children four to eight years of age are given 
an initial dose of 0.2 Gm. (two tablets) fol- 
lowed by 0.1 Gm. Cone tablet) after breakfast 
for three days. Children, eight to ten years of 
age, are given an initial dose of 0.3 Gm. (three 
tablets) followed by 0.1 Gm. Cone tablet) twice 
a day for three days. Children, 11 to 14 years 
of age, are given 0.4 Gm. (four tablets) followed 
by 0.1 Gm. (one tablet) three times a day for 
three days. 

If quinacrine is contraindicated because of 
the history of mental disorders or has been tried 
without success, hexylresorcinol should be ad- 
ministered. 

The night before medication, a tablespoon- 
ful of sodium sulfate CGlauber’s salt) is given 
Chalf the dose to children). Adults are given 
1 Gm. (five tablets, each containing 0.2 Gm. 
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of hexylresorcinol), children, six to ten years 
of age, are given 0.8 Gm. (four tablets), and 
children, one to five years of age, are given 
0.6 Gm. (three tablets) on an empty stomach 
in the morning. No food is allowed for five 
hours, when the administration of sodium sul- 
fate is repeated. 


Taeniasis 


The life span of Taenia is 10 to 20 years. 
Treatment is indicated when segments of T. 
saginata and T. solium are found. The finding 
of Taenia eggs in feces is not proof of infection 
since nonhuman Taenia from dogs may have 
been ingested and passed through the intestinal 
canal. The drugs available are quinacrine hydro- 
chloride, aspidium (oleoresin of male fern), and 
hexylresorcinol. 

Sodium sulfate, one tablespoonful for adults, 
half the dose for children, disselved in water may 
be given the night before medication. In the 
morning, on an empty stomach, the patient is 
given 0.9 Gm. (nine tablets) of quinacrine, in 
three portions, 20 minutes apart. The dose for 
children is according to age. Sodium sulfate 
purgation is given again 1% hours later. Cure is 
ascertained only by the recovery of the head of 
the tapeworm which is the size of a pinhead 
(1 to 2 mm. in diameter). 

If treatment with quinacrine is unsuccessful, 
as indicated by continued passage of segments, 
aspidium is given. The patient is prepared the 
night before medication with one tablespoonful 
of sodium sulfate solution (half the dose for 
children). The following morning, on an empty 
stomach, adults are given 6 ml. (12 capsules) 
of aspidium and children are given 0.5 ml. for 
each year of age, not to exceed 5 ml., orally, 
in three portions, half an hour apart, followed 
two hours later with another purgation with 
Glauber’s salt. Food is allowed after a bowel 
movement has occurred. The patient is kept 
in bed during treatment. Only the finding of 
the head of the Taenia ascertains cure, but 
treatment should not be repeated until segments 
are passed again. 

If this treatment is unsuccessful, the follow- 
ing prescription is given, divided into two doses, 
half an hour apart, on an empty stomach, after 
purgation with sodium sulfate the preceding 
night: 
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oleoresin of male fern (aspidium)................ 6 Gm. 
...30 mi. 


saturated solution of sodium sulfate ........... 30 mi. 


Instead of the oral administration, the follow- 
ing medication, warmed and thoroughly shaken, 
may be given by duodenal intubation: 

oleoresin of male fern... 6 Gm. 
mucilage of acacia 


No purgation after medication is needed. 

These medications are of particular value 
when the head of the tapeworm is attached to 
the mucosa of the upper jejunum. The complete 
worm may be passed within three hours. 

If aspidium is not available, hexylresorcinol, 
1 Gm. of the white crystalline powder, in 20 ml. 
of water, is instilled through the duodenal tube. 
Two hours later, sodium sulfate is given. 

Fish Tapeworm Infection. The life span of 
D. latum is 10 to 20 years. The finding of eggs 
of D. latum in feces is indication for treatment. 
The drug of choice is aspidium Coleoresin of 
male fern), as in taeniasis. The anemia, if pres- 
ent, is treated with iron or liver, depending on 
the type, microcytic or macrocytic respectively. 


Schistosomiasis 


The life span of schistosomes is over 10 years. 
The finding of eggs of Schistosoma japonicum, 
Schistosoma mansoni, or Schistosoma haemato- 
bium in feces or in a biopsy specimen of the 
mucosa of the sigmoid is indication for treat- 
ment. 

There are three stages in schistosomiasis, the 
cercarial dermatitis, intestinal schistosomiasis, 
and schistosomal granulomas. No specific drug 
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is available against the cercarial dermatitis. 

The drug of choice for intestinal schistosomia- 
sis japonica and schistosomiasis mansoni is po- 
tassium antimony tartrate (tartar emetic). If 
contraindicated, neoantimosan (Fuadin) is given. 

Schistosomiasis haematobia is treated with 
neoantimosan. 

Schistosomal granulomas are treated with po- 
tassium antimony tartrate and, if unsuccessful, 
with surgical intervention. 

Potassium antimony tartrate (tartar emetic) 
is given as follows: A % per cent solution in 
freshly distilled water is injected intravenously, 
very slowly, on alternate days. The initial dose 
is 8 ml. (0.04 Gm.) and the subsequent doses 
are increased by 4+ ml. (0.02 Gm.) up to the 
maximum of 28 ml. (0.14 Gm.) in a single in- 
jection. If severe cough, nausea, or vomiting 
occurs, the total dose is divided into two, which 
are given an hour apart. The patient should 
rest in bed for an hour after each injection. 

The total amount in one course is 444 ml. 
(2.2 Gm.) for oriental schistosomiasis, and 360 
ml. (1.8 Gm.) for Manson’s schistosomiasis. 

Children are treated with neoantimosan as 
follows: A 7 per cent solution of neoantimosan 
is injected intramuscularly. One course consists 
of 100 ml. (7 Gm.) in 20 daily injections. In- 
fants under | year of age are given an initial 
dose of 0.05 ml., which is gradually increased 
to a maximum of 2.5 ml. Older children are 
given | ml., which is gradually increased to a 
maximum of 4 ml. 

Treating Arthropod Infestations. The treatment 
for myiasis and canthariasis (infestation with 
fly and beetle larvae respectively) consists of 
purgation with sodium sulfate and nonmedicated 


enemas. 


IN EXPERIMENTS with low-fertility bulls studied at the Pennsylvania State College, the workers 
have found that treatments with penicillin or streptomycin or a combination of the two sig- 
nificantly raised the fertility of solutions of the semen. Experiments are now in progress with 


other antibiotics. 
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THERAPEUTIC HINTS 


Chronic Urethritis in Women 


One of the trying problems in medicine is pre- 
sented by the woman, usually past 50, who 
complains of discomfort in her bladder, often 
frequency of urination, and perhaps some burn- 
ing on urination. It may be found that she uri- 
nates frequently during the day but doesn’t get 
up more than once at night. This should imme- 
diately warn the physician that he is dealing 
with a frequency due mainly to worry, indeci- 
sion, annoyance, or hypersensitiveness. 

Usually the woman is dissatisfied, or torn by 
indecision, or she is tired and headachy, she has 
a backache, or she aches all over. Often she has 
some arthritis, she is overweight, she has a slight 
hypertension, she tends to bloat in the afternoon, 
she is constipated, and she has menopausal dis- 
tresses. Perhaps she complains of uncomfortable 
intercourse. 

Immediately the physician knows that he is 
dealing with the type of woman who ought to 
have a neurosis and ought to have an irritable 
bladder. If he asks her when the trouble started, 
she will admit that it came at a time when she 
had an unpleasant decision before her which she 
could not make with any finality. 

Faced with such a woman, a physician feels 
that he must send her to have extensive urologic 
studies made, but usually he is almost certain 
what the report will be. He is almost certain it 
will be “chronic urethritis grade I.” And sure 
enough, that is what it turns out to be. Some- 
times there is also a slight trigonitis. 

There are those without much experience who 
will say, “I shall treat this woman for the next 
six months and I will keep washing out her 
bladder with nitrate of silver; I will keep dis- 
tending her bladder; I will keep putting bougies 
or pencils of Protargol into the urethra; and | 
will keep giving antibiotics.” 

The doctor with more experience back of him 
will usually admit to himself, “I can treat her, 
but the chances are that the longer I treat her, 
the worse she will get.” He will suspect that the 
little changes seen in the urethra and the trigone 
are not causing all the symptoms or certainly 
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they would not cause symptoms in the case of a 
less sensitive woman. 

Perhaps occasionally a few bacteria or cocci 
will be found in the urine. Sometimes these will 
not grow on culture media, but will be seen 
only in the smears of urinary sediment. Then 
the question will arise, would it do any good 
to give antibiotics and try to get rid of the last 
organism in the urine? Sometimes the giving of 
antibiotics will help, but often it does not, and 
one may finally conclude that the few bacteria 
in the urine are saprophytes which are not pro- 
ducing the symptoms. They are not responsible 
for the trouble; this is arising in the woman's 
nervous system. 

Often the bladder trouble will stop the day 
the woman makes a definite decision about 
something, or the day her daughter marries her 
beau, or the day a trying and tension-producing 
husband goes on a fishing trip. 

Sometimes the woman will be much helped 
by taking capsules containing 5 or 10 minims 
of santal oil. This makes the urine more bland, 
and cuts down on the frequency of urination. 
Oftentimes it is helpful to tell the woman to 
ignore slight urges to urinate. If she does not, 
she will soon have a contracted bladder which 
will not hold much. Then she will be in trouble. 

If the woman has much distress at night, it 
may help to give her a barbiturate so that she 
will sleep a bit more soundly and will not wake 
every hour or so. 


Treatment of Insulin Allergy 


OnE IN TEN diabetics will experience some mild 
local reaction from the injection of insulin and 
perhaps one in a thousand will suffer serious 
systemic reactions. Such a person will have to 
change to an insulin made from some animal 
tissue to which he is not sensitive. 

In the Archives of Internal Medicine (80:271, 
1947), M. D. Leavitt and C. F. Gastineau sug- 
gested the use of Benadryl to overcome some of 
these reactions. They mentioned the case of an 
asthmatic who suffered severe itching and other 
reactions after attempting to take insulin. He 


ES 
79 


avoided these troubles by taking before each 
injection, 100 mg. of Benadryl. Another patient, 
a woman, had to take 150 mg. of Benadryl by 
mouth an hour before her injection of insulin. 

The authors stated that it was possible to give 
the insulin and the Benadryl together. They 
administered 0.5 to 1.0 cc. of a 1:1000 solution 
of Benadryl hydrochloride together with the 
daily dose of insulin. 


Aureomycin in Brucellosis 


In THE Bulletin of Johns Hopkins Hospital for 
May, 1949, M. S. Bryer and colleagues reported 
that it appears now that aureomycin is an effec- 
tive agent for the treatment of brucellosis. All 
the patients treated lost their fevers, and felt 
better wihin 48 to 72 hours. When previously 
palpable, the liver and spleen went down in 
size. Relapses did not quickly occur. 


Penicillin and Rheumatic Fever 


J. W. Hore, reporting in the Journal of Pedi- 
atrics for August, 1949, found that 100,000 units 
of buffered penicillin given to fasting children 
produced in the blood a satisfactory therapeutic 
level for three hours. He found that the peni- 
cillin protected chronically ill rheumatic children 
from dangerous infections in the upper respira- 
tory tract with hemolytic streptococci. 


Meniere’s Syndrome 


In Two years at the Mayo Clinic, H. L. Wil- 
liams, B. T. Horton, and L. A. Day studied 585 
cases in which the diagnosis of Meéniére’s syn- 
drome was made. It was thought that nearly all 
of these patients had an endolymphatic hydrops. 
There were some 54 patients with signs of hy- 
drops but no dizziness. 

The treatment carried out by Doctor Horton 
is the intravenous injection every day of 2.75 
mg. of histamine phosphate dissolved in 250 cc. 
of isotonic sodium chloride solution. This is run 
into the veins by the drip method, at a rate of 
from 16 to 20 drops a minute, depending upon 
the tolerance of the patient. It is well for the 
patient to have food in his stomach at the time 
he receives the histamine, because otherwise 
there is a slight tendency to formation of a peptic 
ulcer. 


Vaginal Discharge in Little Girls 


LirrLe Girts sometimes have a vaginal discharge 
which should be treated. The first thing of 
course is to examine smears and cultures to see 
if some harmful organism is present. One wants 
to know also if pus cells are present. Sometimes 
the discharge is due to an inflammation and at 
other times it is due to an overactivity of the 
local glands. An infection can be due to either 
Monilia, Trichomonas, or gonococci. The Tri- 
chomonas organism shows up well in a hanging 
drop made with a 0.1 per cent solution of saf- 
ranine. This shows the white organisms against 
a pink background. The Monilia is usually 
found on culturing the secretion. 

Rarely, leukorrhea is due to the presence of 
pinworms, and once in a while the physicians 
may find a foreign body which has been poked 
into the vagina and left there. In some cases the 
doctor may have to look in the vagina with a 
urethroscope. 

A 1 per cent solution of gentian violet put 
into the vagina 2 or 3 times a day for a few 
days will often clear up an infection with Mo- 
nilia. One can also use suppositories or insuffla- 
tions. The trichomonads can be treated as they 
are treated in adults. The simplest treatment is 
with vinegar douchings. 


Schizophrenia and Acetylcholine 
Dr. A. Vitxar of Bogota, Colombia, has been 


treating patients with schizophrenia with shock 
induced by the injection of 0.30 to 0.60 mg. of 
acetylcholine. This injection is repeated 3 times 
a week until from 10 to 40 injections have been 
given. Villar states that 50 per cent of the pa- 
tients have had good remissions and that the 
shock is less distressing than that produced by 
electricity. 


Klebsiella Pneumonia 


Tue Klebsiella type of pneumonia, due to the 
old Friedlander’s bacillus, has always been a 
hard one to treat. Recently, Dr. Maurice Nataro 
and his colleagues reported in the ].A.M.A. for 
September 2, 1950, that streptomycin will help 
these patients and cut the death rate down to 
about 20 per cent. Recently, a patient recovered 
dramatically after being given aureomycin. 
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p Tips from ther pournals 


Pregnancy After Splenectomy 


A stupy of 543 women who underwent splenec- 
tomy at the Mayo Clinic during a period of 41 
years is reported by T. W. McElin and Robert 
D. Mussey (Internat. Abstr. Surg., Aug., 1950). 
One hundred and seventy-two questionnaires 
were answered, and these showed that after 
splenectomy the women had given birth to some 
65 per cent of the number of children one 
would have expected them to have. The fetal 
survival rate was 75 per cent of the expected, 
and the maternal mortality was about 3 per cent 
of the expected. 

Evidently then, in spite of the tendency to 
hemorrhage which many of these women orig- 
inally had had, they went through pregnancy 
very well. Those women did worst who had lost 
the spleen because of splenic anemia or Banti’s 
disease. 


Cirrhosis of the Liver 


IT HAS BEEN KNOWN for some time that patients 
with cirrhosis of the liver often have hernias in 
the abdominal wall long before they get ascites. 
In 1944 Morrione reported that in most cases of 
severe cirrhosis the testes were atrophic. Others 
have confirmed this observation. Snell reported 
enlarged breasts in the cases of men with cir- 
rhosis of the liver. This enlargement can take 
place also in cases of prolonged hepatitis. In 
1948, Lloyd and Williams reported that 71 per 
cent of patients with cirrhosis of the liver had 
failed sexually; 84 per cent had lost axillary hair, 
70 per cent showed testicular atrophy, 42 per 
cent had large breasts, and 80 per cent had 
spider angiomas in the skin. Several other physi- 
cians have made similar observations. 

Henry S. Bennett, Archie H. Baggenstoss, 
and Hugh R. Butt of the Mayo Clinic reported 


a necropsy study of 50 cases of cirrhosis of the 


liver (Am. J. Clin. Path., Sept., 1950). Histo- 
logic examinations were made of sections of the 
testes, the breast, and the prostate gland. As con- 
trols they used sections of tissue from 50 cadav- 
ers in which there was no question of disease 
of the liver. Severe testicular atrophy was found 
in 52 per cent of the cases of hepatic disease 
and in only 6 per cent of the controls. There 
was less prostatic hypertrophy among the pa- 
tients with cirrhosis than among the controls. 
Thirty-five per cent of the patients with hepatic 
disease showed marked hyperplasia of the 
breasts. The authors suggested that the changes 
may be due to the inability of the damaged 
liver to inactivate or excrete endogenous estrogen 
as rapidly as this is normally done. 


Symptoms of Poliomyelitis 


ALtHouGH most physicians in general practice 
know well the early symptoms of poliomyelitis, 
it might not do harm to mention them here. 
The early syndrome is well summed up in a 
fine paper on the outbreak of polio in North 
Dakota in 1949, written up by L. G. Pray and 
his colleagues (Journal-Lancet, May, 1950). 

The early symptoms are usually headache, 
fever, nausea, vomiting, and pain and stiffness 
in the neck and back. Headache was present in 
70 of their patients, fever in 43, nausea and 
vomiting in 39, and pain and stiffness of the 
neck and back in 27. Several children com- 
plained of sore throat. Coarse tremors occurred 
in a few cases, and were then thought to be im- 
portant in a diagnostic way. The early symp- 
toms were the same in the paralytic and the 
nonparalytic cases. 

In about one-fourth of the cases, the typical 
symptoms were preceded by a puzzling illness 
which occurred 3 to 7 days before. This con- 
sisted of moderate fever, general malaise, and 
sometimes mild headache with some vomiting. 
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A sore throat with a moderate pharyngitis was 
present in several of the cases. In this illness 
there were no signs referable to the central nerv- 
ous system. In all but one instance, the symp- 
toms cleared up temporarily after 2 days. 

The physical findings are usually character- 
istic of the disease. A positive back or neck sign 
was elicited in the case of every child in the 
epidemic. With the child lying on his back, the 
examiner's hand is placed in back of the child's 
head, the child is told to raise his head and look 
at his feet, while at the same time gentle pres- 
sure is exerted to flex the neck and back. In 
the cases of most of the children, these attempts 
to flex the neck and back were painful. In the 
remaining group the children were placed in a 
sitting position with the legs extended straight 
before them on the table. When this was done, 
it was usually impossible for the child to sit 
upright; instead he assumed the tripod position 
with the hands and arms bracing him from 
behind. 

In a small percentage of the cases, in order 
to bring out the neck sign, it was necessary to 
flex the neck while the child was in the sitting 
position. This would cause pain and a pulling 
sensation in the lower back, and sometimes also 
in the upper back. This sign often became def- 
inite and pronounced during the first few days 
of illness. A positive Kernig sign was usually but 
not always present. Muscular hyperesthesia or 
weakness was not often present at the onset of 
the disease. Only a few of the children were 
drowsy and apathetic. The younger the child, 
the less likely were some of the typical symp- 
toms to be present. 

The temperature often goes up from 100° 
to 102° F. rectally during the first few days of 
illness, but it may go up to 104° or drop as low 
as 99° F, The temperature ordinarily drops to 
normal within 3 days. The paralysis usually 
comes within 2 or 3 days after the illness starts, 
but it may be deferred for as long as a week. In 
the epidemic described by Pray, in a few cases 
paralysis developed as late as 2 weeks or more 
after the acute phase of the illness had passed. 
The leukocyte count was not elevated. The 
number of cells in the spinal fluid was generally 
above 10 per cubic millimeter. The total pro- 
tein in the spinal fluid was usually under 40 
mg. per cent. 

Occasionally polio must be diagnosed even 
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when the spinal fluid is normal. The need for 
making a spinal puncture in most cases was 
shown startlingly in one instance in which, al- 
though the child seemed to be starting out with 
poliomyelitis, he really had a meningococcic 
meningitis. 

A. L. Hoyne, Professor of Pediatrics in the 
Chicago Medical School, stated (Chicago M. 
Soc. Bull., May 13, 1950) that the 2 tests upon 
which he relies most seldom fail him in the 
early diagnosis. First there is the “head drop.” 
With the patient lying on his back, the exam- 
iner slips a hand under the shoulder blades and 
slowly elevates the body. With this procedure, 
the child’s head falls back and it may even 
drag on the bed or table. The child may for a 
moment lift his head but he cannot hold it for 
long in the same plane as that of the body, as 
a normal child would do. 

The second sign is called that of ventral flex- 
ion. It consists of flexing the head toward the 
chest and meeting with resistance. With the 
child sitting up and with the thighs flexed on 
the abdomen he is asked to bend forward and 
touch his knees with his forehead. After several 
efforts he will say that he can’t because it hurts 


his back. 


Changes After Vagotomy 


Frank Isaac and colleagues reported x-ray 
studies on 83 patients who had submitted to 
vagotomy (Am. J. Roentgenol., 63:66, 1950). 
Fifty had check-ups as late as 6 months after the 
operation. At this time about 50 per cent still 
showed decided changes in the motility of the 
stomach. There were loss of tone, decreased 
peristaltic action, and delayed emptying. In the 
small intestine there was a transient dilatation 
of the duodenum, with delay in intestinal motility. 


Disseminated Sclerosis 


AFTER reviewing 398 cases of disseminated scle- 
tosis, D. K. Adams, J. M. Sutherland and W. 
B. Fletcher noted that in more than half of the 
cases weakness of one or more limbs was the first 
symptom (J.A.M.A., Oct. 14, 1950). In about 
one-fourth of the cases visual disturbances came 
first. Usually the disease began in the years 
from 20 to 45. In trying to distinguish this dis- 
ease from hysteria, the authors stressed the im- 
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portance of noting exaggerated knee jerks, and 
sluggish or easily exhausted abdominal skin re- 
flexes. 

A. M. G. Campbell and his colleagues re- 
ported (Brain, March, 1950) finding much lead 
in the soil around villages where more than the 
average number of cases of multiple sclerosis had 
appeared. Naturally all that Campbell could say 
was that other investigators might do well to 
watch out for a possible factor of slight lead 
poisoning. 

According to R. B. McKay (Ann. Int. Med., 
Aug., 1950), there is evidence that multiple 
sclerosis can run in families. Perhaps all there 
is is a constitutional vulnerability to the disease. 


Dysmenorrhea 


One of the most remarkable features of medi-. 


cine is the difference of opinion of able men in 
regard to the value of a type of treatment. For 
instance, in the last 2 or 3 years, a number of 
writers have told of curing very painful dys- 
menorrhea by giving either progesterone or tes- 
tosterone or the two together. Now comes Emil 
Novak, one of the leaders of American gyne- 
cology, who wrote (New Orleans M. & S. J., 
June, 1950), “The two hormones which in the 
recent past enjoyed wide vogue in the treatment 
of dysmenorrhea were progesterone and testos- 
terone. It seems hardly worthwhile to discuss 
their supposed rationale since this has been 
brought into serious question, and since the re- 
sults of such treatment have been so unimpres- 
sive that it has been almost abandoned. About 
the only hormonal treatment which has retained 
a limited but definite niche is that which makes 
use of estrogen in the preovulatory phase. The 
theory back of this treatment is the inhibition of 
ovulation for the particular cycle; and there is 
no doubt that this can be readily accomplished 
in most cases. By thus abolishing ovulation the 
next menstrual period is quite likely to be a 
painless one, usually to the joy and surprise of 
the patient.” 

The drug most commonly used to block ovula- 
tion is stilbestrol. A 1.0 mg. tablet is taken 
nightly, beginning on the first or second day of 
a period and continuing for about 14 doses. 
Larger doses are inadvisable. ; 

Novak says that in spite of anything one 
can do, there will always be a small group of 
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patients who continue to suffer. Because of the 
monthly recurrence of a few days of illness some 
women are unable to hold a job. In this small 
group one may have to try a presacral sympa- 
thectomy. If this is well done it can give relief 
in about 70 per cent of cases. Ovariectomy should, 
of course, be avoided as long as possible. 


Lung Nodules 


AtMost every day a busy roentgenologist will 
see films of the lungs showing an isolated nod- 
ule. Naturally in many cases the problem of 
what this is is a serious one. The patient's whole 
future depends on the right diagnosis. Because 
of this it is interesting to note an article by 
David V. Sharp and Thomas J. Kinsella (Min- 
nesota Med., Sept., 1950). 

During the last 4 years they have made a spe- 
cial study of 96 such nodules appearing in pa- 
tients of all ages. The size of the shadow varied 
usually from | to 4 cm. in diameter. The edges 
were either smooth or fuzzy and irregular. Nat- 
urally the more smooth and round and sharp 
the edges, the less likely a lesion is to be ma- 
lignant or actively tuberculous. The density 
varies markedly in different cases. The authors 
stated that the presence of calcium in a nodule 
does not rule out malignancy. 

Obviously it helps greatly to compare a new 
film with one made a few years before, because 
that will show whether the lesion is an old one 
or a new one. Sometimes it is well to wait and 
get another film in from 4 to 6 months because 
that will show whether the lesion is growing. 
But the fact that the nodule increases in size 
does not necessarily mean that it is malignant, 
because the authors have seen some fibromas, 
hamartomas, adenomas, and granulomas increase 
in size. Also a carcinomatous nodule may not 
grow for many months. 

All but two of the nodules described by the 
writers were not producing symptoms. 

Something may be learned by taking a good 
history. One may get a history of previous tu- 
berculosis, or of a tumor in a breast or in the 
digestive tract or elsewhere. Naturally, a most 
careful study should be made of the whole pa- 
tient to see if anything can be learned. One 
may have to make skin tests for tuberculosis, 
histoplasmosis, blastomycosis, coccidiomycosis 
and Echinococcus disease, but it must be re- 
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membered that results are only suggestive. 

The age of the patient naturally must have 
some influence on the doctor's thinking, because 
tuberculosis is commoner in young people than 
in old ones. If the patient has any sputum, that 
must be studied, and also the gastric contents 
may have to be concentrated, studied microscop- 
ically, and then cultured and injected into 
guinea pigs. The failure to find tubercle bacilli 
does not rule out the presence of the disease. 
Efforts to demonstrate pathologic yeasts and 
fungi in the sputum have usually been disap- 
pointing. Occasionally malignant cells can be 
demonstrated in the bronchial secretions, and in 
some doubtful cases a bronchoscopic examina- 
tion has to be made. 

The writers concluded that the only way in 
which one can make an accurate diagnosis in 
most of these cases is to explore the lung sur- 
gically. Even after this has been done the di- 
agnosis may remain in doubt. 

In this series of 96 cases, 49 of the patients 
were operated on and the diagnosis made. In 
27 per cent the lesion was malignant; in 40 per 
cent it was inflammatory, and in 33 per cent it 
was benign. 

In most of the operative cases the thorax was 
opened and the nodule was excised. There were 
no deaths. 

In conclusion, the writers said that in most 
cases the roentgenologist, unaided, could not 
make the diagnosis. 


Venous Thrombosis 


Dr. A. J]. Quick of Milwaukee, the world’s ex- 
pert on prothrombin time, reported his conclu- 
sion in regard to the formation of thrombi in 
veins (Surg., Gynec. & Obst., Sept., 1950). He 
assumes that following an injury to the vessel 
wall the surface gets rough enough so that plate- 
lets can adhere. As these cells disintegrate, form- 
ing thrombin, the thrombus is started. As this 
undergoes contraction, it exudes a serum rich 
in nascent thrombin. If the circulation should be 
sluggish, this serum will not be washed away 
fast enough, but will remain to help the forma- 
tion of a secondary thrombosis upon the original 
fibrin clot. As the new addition retracts, it gives 
rise to still further growth of the thrombus. 
Quick thinks that the retraction of the clot ex- 
plains not only its propagation but also its non- 


attachment to the vessel wall except at the site 
of origin. 

Quick believes that anything which will di- 
minish clot retraction or slow it up should be of 
value prophylactically. It would be good to cut 
down on the number of platelets, but there ap- 
pears to be no practical means for doing this. 
Particularly important as a prophylactic meas- 
ure is the correction of any anemia that may 
be present since the smaller the cell volume, the 
greater the retractility of the clot. 


Postgastrectomy Anemia 


TuroucH the years, many studies have been 
made to see if following the removal of most of 
the stomach or all of it, the patient would de- 
velop a primary anemia. Actually only a very 
few cases have been reported in which this ap- 
peared to have happened. 

J. C. V. Vinhaes reported (Brasil méd.-cir., 
11:397, 1949) a follow-up of 87 gastrectomized 
patients. They were studied for from one to 
seven years. He states that all were soon able to 
go back to their usual work, although in some 
cases the work involved heavy muscular effort. 
This in spite of the fact that many physicians 
have had the feeling that the man without his 
stomach might perhaps be able to work at a desk, 
but not digging in a ditch. 

In the course of time, one of Vinhaes’ pa- 
tients developed pulmonary tuberculosis, and 
two were unable to work because of an anemia 
which appeared. In one of these cases the 
anemia was primary and pernicious in type. In 
previous operations this patient had lost a kid- 
ney, an appendix, and a gallbladder and had 
had a gastroenterostomy. The anemia appeared 
7 years after the gastrectomy. The other patient 
had only a hypochromic type of anemia. He had 


as a complication a positive Wassermann. 


Chloromycetin in Urinary Infections 


In THE Journal of Urology for November, 1949, 
G. E. Chittenden and his colleagues reported 
that chloromycetin by mouth worked well in 50 
cases of urinary infection. Many of the patients 
had mixed infections, and in some cases peni- 
cillin and some sulfonamide drug had to be 
given also. This was particularly true when there 
were cocci in addition to bacteria. 
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Information Phase 


Brittle Fingernails 


Q. What can | do for patients who complain much 
of fingernails which are constantly breaking? 


A. Quite a few respond to the giving of cal- 
cium. A good preparation is the syrup of calcium 
gluconate. Often questioning will show that the 
patient drinks no milk and eats only a few 
vegetables, and hence gets but little calcium. 
Curiously, even in these cases laboratory de- 
terminations of the amount of calcium in the 
blood may show no variation from normal, and 
vet the taking of calcium will seem to help. 


New Treatment for Cerebral Embolism 


Q. How does the medical profession feel in regard 
to the injection of the stellate ganglion for strokes, 
as enthusiastically reported in a recent number of 
the Saturday Evening Post? 


A. So far the medical profession has no strong 
feelings about the subject. Doctors are still wait- 
ing for more information. If it were not for the 
approval of men as able as Naffziger of the 
University of California, they would probably 
pay but little attention to it. 

The scheme does not seem probable, and this 
for a number of reasons. After a stroke, a certain 
amount of brain is destroyed and it is destroyed 
for good. There is nothing that one can conceive 
of that would rebuild this brain tissue. 

How then can an injection of the stellate 
ganglion do good? Conceivably, it might for a 
couple of hours allow dilatation of blood vessels in 
the brain and thus bring about a little more 
blood supply for those parts of the brain which 
are suffering perhaps because of some lack of 
circulation. But even then one could hardly ex- 
pect any lasting result unless the surgeon cut 
the sympathetic nerves. The fact that results are 
obtained which are fairly lasting would make 
one strongly suspect a psychotherapeutic effect. 
If a man thinks that he has been healed by the 


laying on of hands or some hocus pocus, he may 
for awhile move a weakened limb or he may 
hear better. Usually as his enthusiasm fades, he 
slips back again to where he was before. 

Those who try this treatment must remember 
also that a considerable percentage of persons 
who have had a bad stroke, even with complete 
aphasia and hemiplegia, will begin talking and 
walking around again. Sometimes they recover 
wonderfully well without any treatment. 


Enuresis 


Q. | have a patient, a boy of 14, who still wets the 
bed. The parents want to try a device they have 
heard of which rings a bell when wires get wet. 
Where can | find a description of this gadget? 


A. A device which has been used to help chil- 
dren suffering from bed-wetting is one in which 
two bare nickel wires, a half inch apart, are 
stitched in a circular pattern on a rubber sheet, 
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24 by 18 inches. This is placed on top of the 
rubber bed cover, and under the bed sheet. The 
wires are led to a doorbell powered by two dry 
batteries. The urine enables a current to pass 
between the wires. 

In the British Medical Journal for June 10, 


: 
| 
. 
it 
: GP @ March, 1951 85 
; 
: 
= 


1950, J. R. Davidson and E. Douglass show how 
the wiring is arranged. The pushbutton enables 
the child to stop the bell from ringing when he 
or she wakes. A similar device was described in 
1938 by O. H. Mowrer and later in 1938 by 
O. H. and W. M. Mowrer. 

According to the authors, this apparatus works 
well, and helps to break children of the habit 
of enuresis. In 20 cases treated in an orphanage, 
most of the enuretics got well and all but one 
of the remainder were much better. 


Heart Disease and Flying 


Q@. | have quite a few patients who have had 
coronary heart disease or who have a murmur, and 
who keep asking me whether they should dare fly 
in an airplane. What are the criteria in such cases? 


A. The essential point to find out is whether 
the man can walk comfortably, without dyspnea 
or pain. Cardiologists say that if a man can walk, 
he can fly. Actually, of course, if a man in a 
plane should get dyspneic, the stewardess could 
give him some oxygen. 


Anginal Pain with Normal ECG 


Q. I recently had a man of 52 who had been having 
typical anginal pain on exertion, on losing his 
temper, and also after intercourse. | sent him to a 
heart specialist who sent him back with a normal 
electrocardiogram. Unfortunately, | told the man he 
was in pretty goed shape, and then a few days 
later he dropped dead. Why didn’t the electro- 
cardiogram reveal the man’s danger? 


A. Cases are by no means uncommon in 
which, although a man has a definite anginal 
syndrome on effort or on emotion, his electro- 
cardiogram is normal. The assumption com- 
monly made is that he has a narrowed coronary 
artery which does not allow enough blood to 
pass when he exerts himself or gets angry. Be- 
cause as yet there has been no plugging up of 
the artery with resultant thrombosis and in- 
farction, one cannot expect the electrocardiogram 
to be abnormal. Only when an infarct comes, 
will the impulse running down through the 
heart have to find a new way around, and then 
there will be changes in the appearance of the 
electrocardiogram. 

Sometimes in these cases of effort angina with- 
out characteristic electrocardiographic changes, 
such changes can be brought out by exercise 


or they can be brought out by having the pa- 
tient breathe an atmosphere which is deficient 
in oxygen. In other cases it may be that 
there is a small infarct so located in the heart 
that it does not produce a recognizable change in 
the usual “leads.” There are probably other ex- 
planations for the phenomenon which puzzled 
our correspondent. 

Often when a man has a typical anginal syn- 
drome and no electrocardiographic changes, he 
must be told to slow up whenever he gets his 
pain and to avoid all those actions which bring 
pain. He must act as if he had a definite coro- 
nary thrombosis. 


“Cold Sores” 


Q@. What can be done for “cold sores” or fever 
sores on the lip? 


A. Usually not very much. Such ulcers usu- 
ally come when the patient has a cold or some 
other mild infection. Perhaps there has been a 
day or two of unexplained fever. Apparently 
the infection stirs up the herpetic virus. For- 
tunately in most cases the blisters dry up after 
a week or two. There is hardly time in which 
to attempt treatment even if we knew what it 


should be. 


When the blisters continue to occur, there are . 


a number of things that some doctors do. Per- 
haps the commonest suggestion made is to vac- 
cinate the patient with vaccine virus. The idea 
appears to be to drive out one virus with an- 
other. Perhaps some of our readers will tell us 
if they have tried this treatment and if it has 
done any good. 


Chronic Brucellosis 


Q. For years | took care of a tired, constitutionally 
frail woman, who was sick and ailing fer most of 
her 45 years. Her mother and her aunt were sick 
just like her. Now she returns from a big city, criti- 
cizing me and irritated because | did not recognize 
the fact(?) that she has brucellosis. She was told 
this by an internist. | hear that he commonly makes 
this diagnosis, and has built up quite a practice 
doing it. How am I to diagnose brucellosis in the 
future? 


A. It is hard to say. The chances are that the 
diagnosis that your patient received will do her 
no good because she cannot very well have suf- 
fered from chronic brucellosis all of her life, and 
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as yet there is no good treatment for “chronic 
brucellosis.” Most of the patients go on just as 
they were before, even when given strenuous 
treatment with the several antibiotics. Even per- 
sons with acute brucellosis do not always re- 
spond well to antibiotics, but some good reports 
have appeared in the literature. Enormous doses 
of antibiotics have been given to guinea pigs 
infected with brucellosis without changing their 
condition very much. 

The physician who frequently makes the 
diagnosis of brucellosis, especially in the cases 
of neurotic and chronically complaining women, 
does them no service and does medicine no 
service. He may possibly be right but he cannot 
prove it to any jury of open-minded and hard- 
headed physicians. 

It is hard enough to diagnose acute brucellosis, 
and that usually has to be done with the help 
of blood cultures and perhaps signs of destruc- 
tion in the vertebrae. Recent studies have indi- 
cated that even when a viable Brucella can be 
cultured from tissues of patients, this does not 
mean that the patient's symptoms are due to 
brucellosis. Brucella can apparently live in the 
tissues of normal persons without producing any 
trouble. 

There is every reason to believe that brucel- 
losis should be common in this country because 
so many cattle have infected udders and their 
milk is swarming with Brucella. Many persons 
in this country drink unpasteurized milk. The 
person most likely to develop brucellosis is the 
farmer who handles cattle and pigs. The 
slaughterhouse worker is also subject to the dis- 
ease. Veterinarians sometimes get it. 

One thinks of brucellosis, of course, when one 
is running a little fever and feels tired and mis- 
erable and achey all over. 

The difficulty with “fever” is that so often 
tired women run a temperature of 99.6 or even 
100 degrees Fahrenheit due purely to nervous- 
ness. In perhaps 98 per cent of cases in which 
nervous women have a temperature of 99.6 de- 
grees Fahrenheit in the afternoons, the most 
thorough examinations by many able physicians 
will fail to show any focus of infection or any 
definite brucellosis. 

As was said before, about the only sure evi- 
dence of brucellosis is a positive blood culture. 
One would think that the blood sedimentation 
rate would be up, but usually it is not. One 
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might expect the spleen to be enlarged but com- 
monly it is not. One would expect the agglutina- 
tion test to be helpful but usually it is of no 
use. Too commonly, throughout the country, 
agglutination with low dilution is accepted as a 
positive test. Actually no agglutination should 
be accepted as positive unless it has been ob- 
tained in high dilution. But even then, if one 
runs agglutination tests on a couple of hundred 
healthy college students, one will find high 
titers in some of them. It is hard to say what 
these tests mean. 

Some physicians count on the skin sensitive- 
ness test, but again, this has proved unsatisfac- 
tory. Some men have tried an opsonin test. This 
is a difficult test to carry out routinely, and sev- 
eral authorities have given it up as useless. 

Under these circumstances it would seem well 
to diagnose brucellosis only when a previously 
healthy person develops fever and then shows 
agglutinins in high dilution, and perhaps a posi- 
tive skin test. The physician will be more satis- 
fied with his diagnosis if he can obtain a history 
of the handling of infected cattle or hogs or of 
meat from them. For instance, a man with a 
syndrome suggesting brucellosis and with a 
history of having reached into a cow's uterus to 
deliver the placenta, had a cut on his hand at 
the time, and he soon developed a fever. Even 
in that case the man got over his infection so 
quickly that the clinical picture was certainly 
not that of brucellosis. 


Veratrum Viride 


Q. Has veratrum viride or its alkaloids an estab- 
lished place in the treatment of hypertensive crises 
with encephalopathy? 


A. No. One cannot speak of an established 
place. Recently a few men have been advocating 
the use of veratrum viride, particularly for crises 
of severe hypertension, but they admit that the 
margin between the poisonous and the effective 
dose is very narrow. Probably the average physi- 
cian will do well not to use this medication un- 
less his patient can be well watched in a hospital. 

It might be remembered that in ordinary Eng- 
lish, “hypertensive crises with encephalopathy,” 
are usually small strokes, which convert a small 
section of the brain into brownish mush. Ob- 
viously there is no drug that is going to change 
this condition very much. 
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According to Dr. E. D. Freis, writing in the 
].A.M.A, for November 18, 1950, page 1023, all 
the veratrum preparations are capable of produc- 
ing severe reactions characterized by extreme 
hypotension, slowing of the pulse, and severe 
vomiting. Such a reaction may last 4 or 5 hours. 
Unfortunately, the effective dose varies widely 
in different persons, and the difference between 
the hypersensitive and the toxic doses is danger- 
ously small. Worst of all, the response of a given 
patient to an effective dose may vary from day 
to day. 

According to Freis, Veriloid has been the most 
effective hypotensive drug he has found for the 
treatment of sustained diastolic hypertension. 
Freis said, however, that the use of the drug 
will certainly fall into disrepute unless great care 
is exercised in its use. 

Another recent article on veratrum viride is 
by H. L. Howley and I. A. Koffler in the Ameri- 
can Practitioner for August, 1950. They also 
found that the difference between the thera- 
peutic and the toxic doses is too small for com- 
fort. The effect of the drug may also be cumu- 
lative and this may cause trouble. 


Glutamic Acid—A Brain Food? 


Q. Is glutamic acid a brain food as is stated in the 
Reader's Digest for October, 1950? 


A. It is questionable if it is a brain food, and 
most authorities are not yet satished that it raises 
the I. Q. of children. After strenuous efforts 
some people believe that they have slightly 
raised such I. Q.’s, but it is hard even for a self- 
critical person working with feeble-minded chil- 
dren to say how much of any improvement noted 
was due to the drug and how much to extra 
teaching. 

Mrs. Lois Mattox Miller is known as a good 
and competent observer, and hence one must 
conclude that in her trip through an asylum for 
feeble-minded children she must have seen some 
encouraging results. 

The subject of glutamic acid and the metab- 
olism of nervous tissue was thoroughly dis- 
cussed by H. Weil-Malherb in Physiological Re- 
views for October, 1950. As he said, at Columbia 
University, Waelsch, Zimmerman, and their col- 
leagues found that the giving of glutamic acid 
by mouth in doses of from 10 to 20 Gm. or more 
a day reduced the incidence of petit mal attacks. 


Other men have tried it and have seen no bene- 
fit accrue. 

According to F. T. Zimmerman and S. Ross, 
writing in the Archives of Neurology and Psy- 
chiatry (51: 446, 1944), the giving of glutamic 
acid to white rats brought an improvement in 
their ability to learn a simple maze. These re- 
sults, however, have not since been confirmed 
by the four or five men who have tried to do so. 

Weil-Malherb suggested that the effect of glu- 
tamic acid may resemble that of amphetamine, 
which stimulates the brain. He went on to say, 
“The observers working with glutamic acid as 
well as those studying amphetamine, independ- 
ently came to the identical conclusion, i.e., that 
the intellectual improvement is not due to true 
growth of innate intelligence, brain capacity, or 
circumscribed intellectual functions, but rather 
to an improvement of the total personality and 
to a more favorable emotional attitude of the in- 
dividual toward his task.” 

Glutamic acid, like amphetamine, perhaps 
helps to make a person happier and less irritable. 
Both drugs tend to produce more emotional sta- 
bility, and to increase the power of sustained at- 
tention. Dull, inattentive, and easily tired people 
become more alert and attentive and persistent. 

Ernsting, in a Dutch journal (1949), reported 
having tried the effect of glutamic acid in the 
treatment of 12 backward children. He could 
not find any significant improvement in their in- 
telligence or emotions, but he did notice in a 
few cases that they brightened up a bit and paid 
more attention. Also confirmatory of the idea 
that glutamic acid and amphetamine work in 
about the same way is the recent observation by 
Livingston, Cajdi, and Bridge (J. Pediat., 1948) 
who found that amphetamine was useful in con- 
trolling petit mal attacks in some 85 epileptics, 


Senescent Arthritis 


Q@. | have a woman 72 years of age who has re- 
cently become somewhat crippled with what looks 
to me like a senescent type of arthritis. She has a 
fairly severe hypertension. Would it be advisable 
to try ACTH or Cortisone? 


A. No, the chances are that these drugs 
would not have a beneficial effect and they 
might even have a bad effect on the hyperten- 
sion. No drug is likely to do much good in cases 
of senescent arthritis, especially when there is 
much osteoarthritic change around the joints. 
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Business and Goon 


FAMILY HEALTH MAINTENANCE DEMONSTRATION 


BY GEORGE ROBERT BURNS 


A MAN does not live alone, and he does not get 
sick alone. People do not live in a vacuum; they 
live and get sick as members of a family, and of 
society. It is a poor kind of doctor who, when a 
patient turns up with a sore toe, is satished to 
put a little salve on the toe and send him on 
his way. The smart doctor wants to know 
whether the soreness in the toe is part of a more 
general condition, a symptom of systemic disease 
—perhaps gout, perhaps arthritis. Then he tries 
to do something about the rest of the body—the 
toe’s environment. He would like to treat the 
body so that the toe would not get sore in the 
first place, or at least make sure that the soreness 
does not recur. 

With the guiding thought that the family is 
a biologic unit and that it lives in a society, a 
group of physicians and health workers in New 
York has just started a new plan for preventive 
medicine. They hope to treat the whole family, 
not just the individual who happens to be sick; 
they hope to combine medicine with sociology, 
put the general practitioner back into his old 
place as honored family counsellor, and help the 
family to keep its physical and mental health. 
It is something new in American medicine, an 
experiment that will be watched by all doctors. 

The new plan, with the formidable name of 
the Family Health Maintenance Demonstration, 
is the joint enterprise of the Community Service 
Society, a century-old family welfare organiza- 
tion; Montefiore Hospital, which has led in such 
medical innovations as hospital-controlled home 
care for the ill; and Columbia University’s Col- 
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lege of Physicians and Surgeons, one of the 
world’s top medical schools. The Demonstration 
—FHMD-rests on the broad base of the Health 
Insurance Plan of Greater New York, which, 


Martin Cherkasky, M.D. (left), director of 
the Montefiore Hospital Medical Group, New 
York, and George Baehr, M.D., president of 
Health Insurance Plan of Greater New York. 


after three and a half years of occasionally con- 
troversial existence, has 255,000 subscribers. It 
is the largest comprehensive medical service plan 
of its kind in the country. 

This fourth element in the FHMD provides 
the raw material, the people, for the experiment. 
The families—500 at most—will be selected from 
the Health Insurance Plan group at Montefiore 


‘A 
"4 
° 
= 
if Age. 


Hospital, one of the 30 HIP groups scattered 
throughout New York City. (The HIP group 
at Montefiore is an integral part of the hospital; 
the others are medical partnerships.) Through 
group practice they offer the most complete 
service of any prepaid plan—calls at home as 
well as office, treatment in hospitals, surgery, 
laboratory tests, etc. Many members now take 
advantage of the preventive medicine available 
under HIP; the new plan will increase the 
amount of preventive medicine and add new 
social and educational services. It will be “social 
medicine,” an altogether different thing from 
“socialized medicine,” and may well help decrease 
the demand for compulsory Federal medicine. 

It was natural enough that the three organiza- 
tions should get together on a new attack on the 
problem of medical care. The Community Serv- 
ice Society is a combination of two older organ- 
izations (the Association for Improving the Con- 
dition of the Poor and the Charity Organiza- 
tion Society), which have a long history of con- 
ducting experimental health and social demon- 
strations aimed at preventing sickness and 
poverty. Officials of the Society noticed how 
often people seeking financial aid were forced 
to do so because of illness in the family. Bailey 
B. Burritt, former head of the Society and since 
his retirement acting as executive secretary of 
its Health Maintenance Committee, thought the 
logical place for an attack on the problem should 
be the family rather than the individual and so 
developed the outline of the plan for the FHMD. 
Luckily, some money—about $45,000—was avail- 
able. The money was the annual income from 
an endowment for preventive health service; it 
had been used to help in the fight to reduce in- 
fant and maternal mortality, a problem now 
pretty well licked, thanks to medical advances 
the last 50 years. What better place to put it 
than in a program to prevent families from going 
on the rocks in health and pocketbook? Fam- 
ilies are now educated to spend time and money 
on preventive medicine in obstetrics and pedi- 
atrics; but they needed education, and oppor- 
tunity, to do it in other fields. 

A connecting ¢atalyst was Dr. George Baehr, 
long interested in problems of public health. A 
former president of the New York Academy of 
Medicine and now chairman of its committee on 
public health relations, he had been one of the 


founders of the Health Insurance Plan and is 


now its president and medical director; he is 
also chairman of the Health Maintenance Com- 
mittee of the Community Service Society. He 
had helped make a study on what to do with 
the money from the maternity-infant health care 
fund, and he had been much impressed by the 
Peckham Health Center experiment in London. 
The Peckham Center, now closed, combined rec- 
reation with health programs for the whole fam- 
ily, and made medical examinations a condition 
for membership in the recreation center. The 
recreation features, Doctor Baehr thought, would 
not fit into an American plan with the same 
general aims. But he liked the idea of preven- 
tive medicine approached through the family. 
He saw a chance to determine whether preven- 
tion of environmental and behavior problems 
should not also be a part of preventive medicine. 
He wanted to see a plan that would take care of 
all a family’s difficulties, emotional as well as 
physical; it should not be “episodic medicine” 
that looked after only occasional illnesses, but 
an all-inclusive plan that would use sociologic 
as well as psychosomatic techniques for keeping 
a family well. 

There were ready allies at Montefiore Hos- 
pital, especially its former director, Dr. E. M. 
Bluestone, and its chief of the Division of Social 
Medicine, Dr. Martin Cherkasky, who became 
physician in charge of the FHMD on October 
1 and on January | replaced Doctor Bluestone 
as director. The HIP group at Montefiore was 
already operating its own health center, with 
4,000 families that included 11,000 individuals. 
The problem now being tackled is choosing the 
most representative families for the experiment 
from those already enrolled there. So far, a dozen 
have been picked. 

What will it all actually mean to a family 
in the experiment? The FHMD will do the 
choosing—there will be no self-selection. The 
idea will be to pick average families with young 
children, and HIP’s extensive files will be help- 
ful in providing data. Each family selected will 
be called in to the Montefiore center, and the 
project will be discussed with the family by 
doctors, nurses, and social workers. There is no 
way to hand people health on a Hippocratic 
platter, Doctor Cherkasky believes; facilities can 
be made available, but people must be shown 
that it is worthwhile to use them. People now 
go to a mechanic if something is wrong with 
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their car, or to a doctor if they are really sick. 
The unsolved question this experiment may clear 
up is how to develop sufficient motivation in 
people to do something to keep their health. 
The families who are chosen will be told 
what is expected of them, and that for the first 
year at least there will be no extra charge be- 


If the family accepts, a complete “evaluation’ 
of the family will be made with the help of both 
medical and sociologic studies; there will be a 
thorough physical examination, including the 
usual laboratory and x-ray tests. The social his- 
tory of the family will be taken in an attempt 
to study the family as a social unit, in its rela- 
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yond the HIP payments they are now making. 
(These are about $1 a week for a man and wife 
and one or more children, with an equal amount 
paid by the employer.) If they are not attracted to 
the idea of health maintenance as a result of the 
discussion, it will be a sign there has been some 
failure along the line by the FHMD, Doctor 
Cherkasky believes, and the technique will be 
changed. 
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tion to the community. The staff will ask about 
health habits—such as diet, sleep, recreation— 
and will wind up with a comprehensive picture 
of the family and its medical and social prob- 
lems. Then the data will be analyzed, and the 
family will be called in again. 

This time, the staff will discuss the family’s 
strengths and weaknesses. Perhaps the mother 
might have a discharge indicating that a more 
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thorough examination should be made of the 
uterus. Perhaps one child should have his eyes 
refracted, or another child should have his ton- 
sils looked at by a specialist. There might be 
tension or anxiety states in the family. The fa- 
ther might be unduly disturbed by a child's 
thumb-sucking or stuttering. The parents might 
be asked to attend classes on child-rearing, or 
the family might be referred to a social agency 
for further counselling. The family would be 
given advice on nutrition and other hints about 
healthful living, from proper amounts of sleep 
to the need for recreation, and advice in the 
general field of interpersonal relations. The 
demonstration formally got under way October 
1, and it will continue for at least a year. If this 
first experimental year seems successful, it will 
be carried on beyond that. Eventually, the mor- 
bidity and mortality of the families in FHMD 
will be checked against control families to find 
out how much prevention has actually been ac- 
complished. 

Columbia's College of Physicians and Sur- 
geons will at the beginning provide consultative 
service through its members on the joint Oper- 
ating Board of Representatives, which consists of 
several men from each of the three component 
organizations. Later, its medical students may 
take part in the FHMD as part of their training 
in preventive medicine. Now, the college regards 
the experiment a bit like the building of a hos- 
pital; it is helping to build it, but teaching can- 
not start until the building is finished. The 
FHMD is a promising new venture and one 
that is exciting enough for the Faculty of Medi- 
cine to vote to join. Representatives of the Col- 
lege on the Operating Board are Dr. Aura E. 
Severinghaus, associate dean; Dr. Frederick R. 
Bailey, associate clinical professor of medicine; 
Dr. Richard L. Day, associate professor of pedi- 
atrics; and Dr. John W. Fertig, professor of 
biostatistics in the School of Public Health. 
Montefiore’s representatives are Doctor Blue- 
stone; George G. Kirstein, chairman of the ex- 
ecutive committee; Henry L. Moses, chairman of 
the board; and Robert D. Steefel, vice-president. 
The Community Service Society’s representa- 
tives in addition to Doctor Baehr and Mr. Bur- 
ritt are Stanley P. Davies, general director of the 
Society, and Guy Emerson and Sheridan A. 
Logan, trustees. 


Through the whole of the FHMD and the 


parent HIP, the general practitioner has a place 
of honor. In many health insurance plans, the 
general practitioner gets a raw deal, Doctor 
Baehr points out. They make payments only 
when the patient is in a hospital; too often, that 
means the plan pays only the specialists’ fees. 
The HIP pays the medical groups for medical 
treatment by their physician in the home and 
in the office, where the great volume of medi- 
cal care is given. In the HIP, and so in the ex- 
periment, the general practitioner is the equal 
of the specialists; both are partners or members 
in the same group, and their pay is approxi- 
mately the same. In the HIP groups, the general 
physician has representatives of the 12 basic 
specialties behind him, and he can draw on all 
of them as necessary without worrying about 
extra cost to his patients; but the patient re- 
mains his patient, no matter how many special- 
ists he may call in. HIP, Doctor Baehr thinks, is 
the only method of prepayment so far devised 
that raises the status of the general practitioner, 
economically and professionally. 

At present, there are 900 physicians in the 
30 HIP groups, and almost half of them are gen- 
eral practitioners, who provide about half of the 
medical services given to members. The HIP is 
now adopting for general practitioners the stand- 
ards recommended by the American Academy of 
General Practice. 

Doctor Cherkasky thinks that in the FHMD 
experiment, the family physician will assume 
some of the responsibility he has lost; too often 
he has given up his position as family counsel- 
lor. The basis of the HIP is the general physi- 
cian who sees all patients first and handles them 
as a family physician would. The old-time fam- 
ily doctor had an understanding of his patient 
as a social human being, and the new plan 
should bring back that understanding, and help 
restore the general practitioner to his former 
position of medical and cultural leadership. He 
will have a chance again to provide full-family 
medical care. He will be, as he once was and 
should be again, a doctor who is interested in the 
troubled as well as in troubles, in the diseased as 
well as in diseases. Doctor Cherkasky hopes that 
the FHMD will produce “an anabolism of bi- 
ology, sociology, and medicine,” chart a new 
course for American medicine, and put the gen- 
eral practitioner back at his traditional job of 
keeping a family well. 
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WHAT FIELD OF PRACTICE? 


BY STANLEY R. TRUMAN, M.D. 


SPECIALIZATION has developed rapidly in all as- 
pects of American life in the past few decades. 
This limitation of the field of knowledge and 
endeavor is due to the fundamental limitation 
of the human mind to master all the technical 
details of even the subdivisions of scientific 
knowledge. The extensive specialization in medi- 
cine in the last few generations has been due 
not only to this general tendency to specializa- 
tion but has been accelerated by two wars with 
intensive departmentalization of the military 
medical services, by the medical schools adopting 
departmentalized teaching to such an extent that 
undergraduate training is psychologically tuned 
to specialization, by departmentalization of hos- 
pitals, and by the higher prestige and economic 
value placed on specialization by the public. All 
this may be for the good, but if not balanced by 
sound judgment, it may entirely unbalance the 
adequate distribution of medical care. Bertrand 
Russell has just told the philosophers convening 
in England that “it would be difficult to think 
of an age when there is so little wisdom. In the 
present world people are extraordinarily special- 
ized, and one man knows everything about his 
job, but nothing about the next. . . . Wisdom is 
quite a different thing from specialized knowl- 
edge.” 

We need doctors with “wisdom” as the foun- 
dation for our medical structure. Our aim should 
be to furnish the American people a “balanced 
medical community” with an adequate number 
of well-trained general practitioners to see the 
whole picture, to take care of the common ail- 
ments, and to act as family and personal health 
directors and counselors, and with an adequate 
number of mature, trained specialists to act as 
consultants and to care for the unusual case, the 


This article is a part of a chapter, “One Field,” pre- 
printed from the author's forthcoming book, “The 
Doctor—His Career; His Business; His Human Rela- 
tions,” soon to be published by Williams & Wilkins, 
Baltimore. It appears here by permission of the pub- 
lishers. This installment concludes the chapter, the 
first part of which was published in the February GP. 


exceptionally difficult case, or the case requiring 
special techniques and equipment. There is no 
question that we need a limited number of 
our ablest physicians to engage in the specialties, 
to make full use of their special abilities, and 
to add their increment to the body of professional 
knowledge, but we must keep entrance to the 
specialties limited by exceptional professional 
ability and skill and not by other considerations. 

One of the factors which has caused a large 
number of young men to select a specialty is the 
feeling acquired in the early years of their medi- 
cal education that they know so little and feel 
so incapable of facing the responsibilities of 
caring for the sick patient, that if they limit their 
field, they will be able to know all there is to be 
known in that field and will feel more capable. 
This is indicated by the oft-repeated comment, 
“I wasn’t smart enough to learn all about medi- 
cine; therefore, I limited myself to a specialty.” 
This is, of course, a fallacy. The idea that a gen- 
eral practitioner is a doctor who does everything, 
is an obvious absurdity. There never has been a 
time when any man’s knowledge could cover the 
entire field of medicine. This type of thinking 
might be clarified if we stopped saying, “Are you 
a general practitioner or a specialist?” and asked 
the more meaningful and more accurate ques- 
tion, “In what field of medicine do you engage?” 

Actually, general practice should be a very 
fluid field and should, and does, include very 
different sets of activities from locality to locality. 
In the isolated community, the lone physician 
must care for all emergencies, both medical and 
surgical, and must be able to give definitive treat- 
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ment to a large number of conditions. He will 
often have both his abilities and his facilities 
taxed to the maximum. On the other hand, the 
urban physician will have more opportunity to 
permit his particular skills and interests to meas- 


ure his field. He will care for the common ail- 
ments and, in addition, will often find that his 
particular bent has caused his practice to be 
heavier in some special realm such as industrial 
medicine, obstetrics, internal medicine, or sur- 
gery. To borrow an analogy from the college 
curriculum, the general practitioner in the city 
will have a “major subject” and several “minor 
subjects” and will often eliminate others from 
his course. 

In the past thirty years, the tendency to spe- 
cialization has manifested some of the American 
qualities of extreme enthusiasm which we seem 
to generate so readily in this country. If the 
natural processes of economics, social pressure, 
and educational advantage are allowed to play 
their parts, this will taper off. This appears to 
be taking place at the present time, but there 
are still dangers that artificial barriers may inter- 
fere with the normal fluidity of the medical 
trend. The establishment of these artificial bar- 
riers was one of the major reasons for the or- 
ganization of the general practitioners. The 
American Academy of General Practice will 
soon be the largest medical organization in 
America outside of the American Medical As- 
sociation. This organization has developed a 


strong position in American medicine, has re- 
stored to a certain extent the balance between 
the different fields of practice, and is helping to 
remove some of the artificial barriers to the nor- 
mal balanced medical community. 

What, then, are the criteria which should 
make a young man select a specialty? Certainly 
a father or a friend in a special field would be 
an important directing factor. Some personal ex- 
perience that stimulated special interest in a 
field, or some special skill, or the absence of 
some quality or ability necessary for general 
practice, or some personal handicap which might 
make the efforts of general practice or some of 
the special fields too rigorous, or which might 
stimulate a special interest—all these are fur- 
ther directing factors. For instance, a person 
with an injured heart would be limited in many 
fields, but certainly would find a special inter- 
est in disease of the heart and, therefore, might 
go into internal medicine. Some of the special- 
ties allow greater freedom of time than others, 
and allow for travel, writing, research, teaching, 
engagement in social activities of the commu- 
nity, golf, bridge, and other aspects of commu- 
nity life. If the young physician feels that he 
cannot satisfy his greatest life aims without con- 
siderable time spent in these activities, he should 
most certainly consider one of the specialties 
allowing for such pursuits. It would seem clear 
then, that the decision to become a specialist 
would in all cases be a highly individual matter. 

In the past, there has been higher remunera- 
tion for the specialist and, in many cases, this 
has been the deciding factor that has made the 
physician enter a specialty. However, within 
the past few years, and with the over-emphasis 
on specialization, it appears that the specialist is 
in a highly competitive field, and it is most likely 
that the income differential between specialist 
and general practitioner will be leveled. This 
should not be confused with higher fees charged 
by specialists for services, the performance of 
which has been based on the increased amount 
of knowledge and skill which they have spent 
the time and effort to obtain. I believe that the 
principle of equal fees for equal services should 
apply, but that when the specialist furnishes 
greater skill and advanced services, he should 
be adequately compensated for them. 

The physician who elects to become a spe- 
cialist must be particularly aware of the basic 
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drives that have made him select medicine as a 
career. For example, a young orthopedist who 
entered medicine with the highest of idealism, 
with a warm regard for the welfare of people, 
with a family background of public service and 
community responsibility, and an inbred meas- 
ure of success by the accomplishments of life 
rather than on the basis of the monetary re- 
ceipts, now finds himself frustrated. Instead of 
coming closer to people through the practice of 
his profession, he has the opportunity to come 
into their lives only because, and while, they 
have a fractured wrist or a broken ankle, and 
as soon as the break is healed, they are no longer 
a part of his life, nor he of theirs. True, he is 
friendly and understanding and treats them as 
“people” rather than just as a broken bone while 
they are under his care, but there is no con- 
tinuity and little opportunity to have depth in 
his relations with the patients that he sees. 

It will be absolutely impossible to give the 
young physician specific advice on what field 
to enter. Evolutionary and often revolutionary 
forces are at work. Certainly, if I had been an 
allergist, 1 should have shaken in my boots when 
the antihistaminics were announced, and I know 
that in my general practice the number of pa- 
tients seeking help for hay fever since their dis- 
covery has been reduced at least 90 per cent. 
Certain of the other special fields are contract- 
ing. The advent of the sulfa drugs and the anti- 
biotics has reduced the field of nose and throat 
work so that the chairman’s address before the 
Section on Otorhynolaryngology in 1949, rec- 
ommended that the specialty be changed to a 
specialty on the head and neck. Since the avail- 
ability of adequate doses of penicillin, 1 have 
not had to lance a single ear drum. A similar sit- 
uation applies to the surgical treatment of the 
aftereffects of gonorrhea; this has practically 
been eliminated from the surgical schedule. Not 
all fields of surgery are contracting, however. 
Chest surgery, neurosurgery, plastic surgery, and 
some other branches are making interesting ad- 
vances which will expand the number of candi- 
dates which they will be able to absorb. How- 
ever, in spite of this, it will be impossible for 
these branches to absorb all the young men now 
in surgery and in training for surgery. Barring 
a war which, of course, causes a marked increase 
in the demand for surgical skills, it would appear 
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that the young surgeons are going to be in ex- 
cess supply for some time to come. 

In general, it would appear that with recent 
and anticipated advances in the effective thera- 
peutic armamentarium, the curative aspects of 


medicine will be more specific and simplified and 
will, therefore, require less attention and smaller 
numbers of specialists in the future. Come new 
drugs, new techniques, new discoveries, war, 
plague, or depression, I'll never be the wealth- 
iest, never the most famous, never the most 
powerful, but I’m still the happiest and surest 
in general practice. 

Several young men who have selected special 
fields have asked me if they should fulfill the 
requirements for the Boards in the field in which 
they desire to specialize. A good question, in 
view of the fact that many of our men who are 
successful specialists are not Board members; in 
view of the many years necessary to fulfill the 
requirements which often seem to the young 
physician arbitrary and impractical, and also be- 
cause of the tremendous amount of time used 
up just “doing hospital chores.” I believe that at 
the present time, every physician setting himself 
up as a specialist should attempt to become a 
Board member. Admittedly, the Boards are far 
from perfect, but before the advent of the spe- 
cialty Boards, there was a temptation for physi- 
cians to take a few weeks or months away and 
come home a “specialist.” Many did this. Many 
physicians during World War I had a little 


special experience and came home setting them- 
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selves up as “specialists.” To protect ourselves 
from falling into these temptations and to pro- 
tect our patients from incompetent or inade- 
quately trained specialists, the Boards were set 
up as minimum standards for the training for 
men entering special fields. A Board certificate 
simply means that at the time the certificate 
was issued, the man had completed a certain re- 
quired course of instruction and had been able 
to pass certain tests above an arbitrary and vary- 
ing passing grade. There is no guarantee that 
the candidate having passed the requirements 
will keep up with medical progress or even re- 
tain and remember the things he has learned. 
But the Boards have done a great deal of good; 
they have raised the standards of specialization 
and have set the minimum standards high. They 
have created some difficulties; many requirements 
are arbitrary, much time is wasted, errors have 
been made, but in the light of experience and 
in the course of time, these difficulties, mistakes 
and errors will be corrected. Some of us feel 
that the pace is discouragingly slow. Still, | wish 
to repeat, that the physician planning to special- 
ize should make every effort to fulfill the re- 
quirements for the Board of his specialty. 

The student and resident should make a care- 
ful evaluation of the amount of training that it 
is profitable for him to take. He should avoid 
the two extremes. A critic of the general prac- 
titioner called him a physician who could not 
afford or who could not find a residency and, 
therefore, had to start in practice; while some 


critics of the specialists have said that the spe- 
cialist is one who lacked confidence to face the 
world outside the sheltered halls of the hospital 
and, therefore, continued his training until he 
was literally thrown out on his own. Of course, 
neither of these is true, but we all know men 
who have had insufficient training and also men 
who have taken years of residency, sometimes 
completing requirements in two or three fields, 
remaining within the cloistered hall of the teach- 
ing institution, ostensibly for more training, but 
really because of some personal sense of inade- 
quacy. 

Medicine offers many fields of opportunity to 
challenge the skills, talents, and interests of the 
finest of our young men and women. Basically 
the need is for doctors who are interested in 
people, but there is ample opportunity for those 
whose bent lies in one of the many special fields, 
from brain surgery to medical statistics. All are 
needed. It seems most desirable that before se- 
lecting a narrow special field the student should 
have the rewarding experience of general prac- 
tice. He will then select more wisely and will 
bring to his specialty a more mature attitude and 
greater wisdom. For those men and women who 
have a primary interest in people the most satis- 


fying field in which they can engage will be 
general practice. It is apparent that the tendency 
to overspecialization of the past two decades has 
definitely lessened; there is every reason to be- 
lieve that we shall soon see an approach to a 
balanced medical community. 
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TRENDS AND EVENTS IN THE 


Manpower Problems 


Decisions on many issues of vital importance 
to medicine are in process of being worked out 
in Washington with manpower in the front rank 
of importance. Both the Senate and House had 
held hearings on proposed legislation dealing 
with universal military service and training, a 
subject bringing into sharp focus the questions 
of medical education, deferment of students and 
future requirements of the armed forces and the 
civil population for doctors. 

Policy changes affecting the Veterans Admin- 
istration’s vast medical care and hospitalization 
system are in prospect as the result of three de- 
velopments: (1) the management survey of this 
agency by a Chicago firm which is now under 
way; (2) replacement of Dr. Paul B. Magnuson 
as chief medical director by Dr. Joel T. Boone, 
and (3) a special Senate committee investiga- 
tion of VA's medical activities, including utiliza- 
tion of consultants and operation of its “home 
town outpatient care” plan in which thousands 
of practitioners are participating. 

After long delay, a health branch has been 
created in the Federal Civil Defense Admin- 
istration and, working closely with medical so- 
cieties and health departments, it will play a 
prominent role in determination of doctors’ re- 
sponsibilities in civil defense planning. 

Members of Congress, besides their delibera- 
tions on revision of the draft laws and introduc- 
tion of universal military training, are studying 
Federal financial aid to medical schools, strength- 
ening of local public health departments, income 
tax benefits for members of voluntary prepay- 
ment medical and hospital care plans, next 
year’s appropriations for medical reseasch, and 
numerous proposals relating to veterans’ health 
and disability benefits. 

It is probable that Public Law 779, the so- 
called doctor-draft act, will be amended by the 
present 82nd Congress. Pressure is being ex- 
erted on members of Congress to have the maxi- 
mum 150 millien dollars appropriated for 1951- 
52 to carry out the Hill-Burton hospital expan- 
sion law, despite President Truman’s recom- 
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mendation that the sum be cut to 75 million dol- 
lars in line with other budgetary reductions on 
nondefense items. Arguments being stressed are 
that hospitals are in the front line of home de- 
fense and to make them the targets of retrench- 
ment would be short-sighted. On Capitol Hill 
also, consideration is being given to defense 
housing and community facilities legislation 
which carries a provision for Federal grants and 
loans to stimulate hospital construction in de- 
fense production areas. 

In late March or early April, a comprehensive 
report on national coverage in voluntary medi- 
cal care and hospitalization plans will be sub- 
mitted to the Senate Labor and Public Welfare 
Committee. Conclusions which committee mem- 
bers draw from this study will go a long way 
toward deciding what type—if any—of general 
health legislation is to be introduced in the 
Senate. 

These are some of the issues on which action 
is to be taken in the months ahead. Pervading 
all of them is the question of medical man- 
power. Does the nation have enough doctors? 
If not, what is the most satisfactory method by 
which the output may be increased? Should 
more hospitals be constructed when there is 
doubt that they can be adequately staffed? Could 
medical manpower be conserved by having the 
military services and the Veterans Administra- 
tion utilize non-Federal hospitals and _ private 
practitioners in larger measure? 

Supplying the answers to those questions is a 
task whose immediacy is being pointed up by 
acceleration of the military program and _in- 
ception on a large scale of civil defense plan- 
ning. They will keep the executive and legisla- 
tive branches of government busy for some time 
to come. 

Apprehensive that not only laymen but doc- 
tors themselves may be lulled into a sense of 
false security by stories of progress in develop- 
ment of blood plasma substitutes, the National 
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Research Council has issued 2 warning that the 
country’s requirements for whole blood are of 
critical urgency. Last month (Feb. 6) Dr. Mil- 
ton C. Winternitz, chairman of NRC’s Division 
of Medical Sciences, called a special press con- 
ference to emphasize that both clinical trial and 
production of dextran, gelatin, and polyvinyl 
pyrrolidone (Periston) are decidedly limited and 
collections of whole blood and plasma must be 
accelerated, rather than reduced. 

“Whole blood is absolutely essential, both in 
military and civilian medicine,” Doctor Winter- 
nitz said. “If the supply were unlimited, no sub- 
stitutes would be needed. Unfortunately, blood 
cannot be kept longer than three weeks. Thus, 
stockpiling is impossible and the amount that 
could be provided on short notice could not meet 
the needs of casualties in a sudden atomic at- 
tack. Hundreds of thousands might be injured 
and each casualty requires an average of five 
pints of transfusion fluids. 

“Plasma and plasma substitutes are the second 
line of defense. Medically, they have important 
practical advantages. They can be stockpiled 
and the substitutes can be manufactured in vast 
quantities. Just the same, there is no real sub- 
stitute for whole blood and none is in sight. It 
is the best treatment for shock, regardless of 
cause. The Council has stressed this fact re- 
peatedly since early in the last war. And when 
blood has been lost, or blood cells damaged—as 
by severe burns or atomic radiation—only blood 
itself can replace promptly what is missing. 
Plasma is a natural body fluid and performs a 
few of the functions of blood. But it is made 
only from human blood; therefore, the supply is 
limited.” 

Federal stockpiling of plasma and plasma sub- 
stitutes, as well as medical and surgical sup- 
plies and equipment in general, is one of the 


responsibilities of the newly created Health 
Services and Special Weapons Defense Divi- 
sion in the Civil Defense Administration. Dr. 
Norvin C. Kiefer has been appointed head of 
the division. He is a commissioned officer of U. 
S. Public Health Service and formerly headed 
the office of Health Resources in National 
Security Resources Board. 

Regarding the function of CDA’s new health 
division, Doctor Kiefer declared: 

“Our primary job will be to do the staff work 
that will help make it possible for the individual 
physician to participate most efficiently and ad- 
vantageously in civil defense. One of the divi- 
sion’s major tasks will be to conduct research on 
handling of disaster casualties and make the 
findings available to the health professions.” 


Illegal Prescription Prosecutions 


Annual report of Federal Security Agency's 
Food and Drug Administration discloses that 
illegal sales of prescription drugs resulted in 
more court prosecutions than all other types of 
cases combined in 1950. Eighty-three of FDA’s 
117 court cases grew out of promiscuous sales 
of dangerous drugs. In addition, dangerous drug 
compounds were recalled from the market 17 
times during the year, but in only one instance 
was a public warning necessary. 

“The search for a ‘magic cure’ still persists 
among the gullible, hypochondriacs, and sufferers 
of chronic ailments,” said Commissioner Paul 
B. Dunbar in the annual report. “Remedies 
seized for false claims of cures for nervous up- 
sets were greatest in number, followed by prep- 
arations for stomach and intestinal disorders, 
arthritis and rheumatism, skin and scalp afflic- 
tions, and an occasional nostrum for the whole 
list.” 


Cost of Government be Reduced 


AN AROUSED cITIZENRY—if it works at it—can obtain economy and efficiency in government. 
Oppressive taxes will eventually destroy the freedom of our democracy. Let’s do something about 
it! The Hoover Commission found, for example, that: 

Twelve thousand persons are paid by the government to administer the affairs of 393,000 
Indians—one federal employee to every thirty-two Indians. 
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Pruritus vulvae can be a terrible disease which 
drives the patient to distraction. In the Practi- 
tioner for June, 1950, there is a good article on 
the subject. Among causes mentioned are: 


1. Contact dermatitis; some women are sensi- 
tive to nylon or to the new synthetic rubbers 
which go into foundation garments. In such 
cases, the diagnosis is likely to be easy because 
there will be some redness and itching of the 
skin of the thighs. 

2. Flexural infective eczema. In this disease, 
there are likely to be lesions in the flexures else- 
where in the body. Itching is usually not severe 
and there will be some lesions of an exudative 


3. Psoriasis. This is a rare cause and the physi- 
cian will find lesions elsewhere on the body. 

4. Tinea. This is likely to occur in the cases 
of young women, and the lesions are also likely 
to be up in the groin. 

5. Monilial vulvovaginitis. This occurs some- 
times in cases of diabetes. The itching is often 
intense, and there may be some inflammation 
of the vulva. There is likely to be a vaginitis 
with perhaps a foul-smelling creamy discharge. 
A culture of this discharge will show Monilia. 

6. Circumscribed neurodermatitis. There may 
be patches of this elsewhere, perhaps in the nape 
of the neck or the ankles. There may be sudden 
bouts of severe itching. There may be some dry 
thickened plaques. 

7. Asthma-eczema. Some allergic persons are 
subject to eczema. 

8. Lichen planus. One is likely to find lesions 
elsewhere on the body, especially on the mucous 
membranes. These lesions are often white and 
lacy. 

9. Leukoplakia. This is likely to occur late in 
life. There are white plaques or streaks con- 
fined to the mucous membranes. 

10. Drug eruptions. Rarely, itching will be 
due to the taking of some drug, such as phenol- 
phthalein or aspirin. 

A patient also may have Trichomonas vagi- 
nalis or a vaginal discharge due to an oversecre- 
tion of the vaginal glands. There may be some 
kraurosis. The tissues may become atrophic, or 
there may be a thickening of the skin so that 
it becomes leathery. Rarely, the trouble can be 
due to an allergic reaction to a vaginal douche or 
to a contraceptive, or to medicated toilet paper 
or to the woman’s nail varnish. The woman's 
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skin may be sensitive to some drug which she 
is applying to the itching parts. 

Perhaps the commonest cause of the itching 
is a great hypersensitiveness and a neurosis of 
some kind. Often it is hard to say whether the 
patient has more need for a psychiatrist, a gyne- 
cologist, or a dermatologist. In many cases it 
would be well to get all three on the job. Some- 
times a urologist and a proctologist might also 
help. Even then, it often is very hard to help 
the woman. 

In the treatment, one of the first things needed 
is scrupulous cleanliness of the parts. However, 
too much washing, especially with soap, may 
cause trouble. Some gynecologists advise gentle 
cleansing with olive oil and cotton. Following 
this, one can apply a thick paste such as Lassar’s 
which will protect the area from irritation. Oint- 
ments containing a local anesthetic should not 
be used as a routine but only to tide the patient 
over during acute flareups. In such crises, one 
can use starch poultices or hot or cold compresses 
or a sitz bath, perhaps containing some potas- 
sium permanganate. One can also use infrared 
rays or heat from an ordinary electric bulb. 

A helpful prescription is: 


Prepared calamine ....... 180 minims (11 ml.) 
120 grains (8 Gm.) 
Milk of magnesia. .......- to 6 ounces (180 ml.) 


To be dabbed on with cotton-wool as required. 


General sedatives are often indicated, espe- 
cially at night. One can give barbiturates. A 
useful drug is Bromural. A few patients are 
helped by antihistaminics either taken by mouth 
or applied in a cream. 

If the woman should happen to have Tricho- 
monas vaginalis or Monilia in the vagina, these 
infections should be cleared out. Treatment with 
roentgen rays is dangerous and may do harm in 
the long run. The last thing one wants to pro- 
duce is the white, leathery, old-looking skin 
which results from too much radiation. 

Treatment with estrogens appears to be use- 
less. One can try, however, ointments or vaginal 
suppositories containing an estrogen. This is for 
castrated or menopausal women. 

The patient should make great efforts not to 
scratch, and some women have to wear gloves at 
night so that they will not tear the skin while 
they are half awake. 
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Consider the lily ... at 
the top is one of the au- 

i thor’s specimens. Lovely and 
graceful, it is a common, 
easily grown Eastern lily 
known as L. canadense 
flavum. At the right is a 
new hybrid, one of the Mid- 
Century group, L. valencia. 
The photographs which il- 
lustrate this article were 
made from Kodachrome 
transparencies provided by 
the author. 


The hand visible at the 
right of the photograph is 
that of the author. By use 
of cotton inserted into tip 
of paper drinking tube he 
is in the act of hybridizing 
and pollenizing a specimen 
of L. centifolium. 
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CONSIDER THE LILY 


BY NOBLE H LOGAN, M.D. 
Oakland, California 


As A suGcEsTION for a hobby, let me tell you 
what happened about four years ago when a 
friend handed me several lily bulbs to grow, 
knowing that gardening together with color 
photography of floral subjects was one of my 
favorite diversions. 

The bulbs all did well that first year Gny 
wife sometimes thinks too well), and were in 
due course photographed with tenderness and 
devotion. They made excellent subjects; their 
translucent petals could be used to advantage 
for transmitted light, their texture was sufficiently 
heavy to produce satisfactory shadows with cross- 
lighting, their anthers were beautiful, and later 
on even the seed pods showed interesting pos- 
sibilities. Then, too, there was the cultural angle, 
the lilies’ ills could be recorded, proper methods 
of planting studied, and in due time the growth 
of seed from the aforesaid pods, which out of 
curiosity had been planted in some loose soil, ap- 
peared above the soil, and I watched their prog- 
gress with increasing interest. 

To a physician with his scientific background, 
the terminology of lily culture takes him back 
to biology. There are, for instance, genes and 
chromosomes; the ovary; the pollen correspond- 
ing to mammalian sperm; pathologic conditions 
due to fungi; and viruses and molds. There are 
vectors to be dealt with, and one can try hybrid- 
izing, breeding out undesired traits, while retain- 
ing the more desirable characteristics. The 
deeper one gets into the study the more fascinat- 
ing it becomes. 

What began for me with four plants is now 
well over four hundred. They reside in pots, in 
cans, in the open garden, in shade and sun, dry 
locations and moist ones, and even a few young 
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ones are in the ice box—those new fascinating in- 
troductions from Nepal, Burma, and Japan. 
They are deceived by the cold prevailing in the 
refrigerator, and think they are lying under a 
layer of snow and ice high on the sides of the 


The author's daughter, Beverley, at the 
Logan home in Oakland, with L. centifolium 
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Himalayas or elsewhere, only waiting for the 
warmth of Spring to begin their growth again. 

Some say these plants are difficult, but give 
them their required conditions and one is con- 
fronted with the problem of caring for them as 
they multiply. They reproduce from the scales 
removed from the bulb (like the leaves of an 
artichoke), from bulbs forming on the stem be- 
low the ground, and from bulbs forming on the 
roots. In many varieties bulbs form in profusion 
on the stem where the leaves join, and if that 
isn't sufficient, heel cuttings can be made by 
sectioning the stem above and below the leaf 
node, and planting this with part of the leaf pro- 
truding from the soil. Almost all varieties set 
seed, some scantily and with difhculty, others 
in tremendous profusion. 

Some lilies were known to the ancient Medi- 
terranean peoples. The form of the Madonna 
Lily is found on Cretan and Egyptian vases. 
Ancient carvings in Greece depict the Turk’s- 
cap form of Lilium chalcedonicum. Some were 
adopted later as emblems of purity and chastity 
by the religious orders. When the New World 
was discovered, a profusion of new varieties was 
found here, and the exploration of the Orient 
revealed still more. Strangely enough no true 
lily has ever been found south of the equator. 
However, in Northern India, Tibet, China, 
Japan, and Korea many gorgeous varieties have 
their home. 

What is a lily? The lily family comprises 
hundreds of plants, for instance, Agapanthus, 
Lily of the Valley, Yucca, Tigridias, Amaryllis, 
Calla, etc. The genus Lilium however is re- 
stricted to about seventy-five species. These 
species must fulfill three principal requirements. 
First, they must grow from a scaly bulb; second, 
they must have a fibrous stem with the leaves 
attached directly to it; and third, their flowers 
must be born in a pyramidal, sometimes trian- 
gular shaped umbel or raceme. The individual 
flowers can be of many shapes and sizes. When 
these three conditions are fulfilled plus a few 
minor ones, you have a lily. 

Over the years these lily plants have acquired 
a reputation for being puny or difficult, or un- 
predictable, but like other plants their ills are 
due to controllable factors. There are four prin- 
cipal sources of disappointment in growing them: 

1. Improper planting by amateurs probably 
accounts for more losses and failures than any 


other single cause. Good drainage is of excep- 
tional importance. The soil must be rich in 
humus, loose, porous, and gritty. The spot you 
choose outdoors should be in partial or full sun 
depending on the variety, and mounded up a 
foot above the surrounding soil level unless situ- 
ated on a slope. 

For pot culture, an eight- or nine-inch regular 
terra cotta pot serves well with an inch of gravel 
in the bottom and soil mixture consisting of two 
parts of good loam, one part oak leaf mold, and 
one part sand or fine crushed gravel with some 
bone meal. The bulb should be entirely sur- 
rounded by sand, and planted with four or five 
inches of soil over the bulb for most varieties. A 
mulch of low-growing ground cover should be 
supplied to keep the soil temperature cool. Pots 
can be placed under low-growing shrubs where 
the stem can emerge to direct sunlight through 
the shrub. They should not be placed close to 
hot walls or walks. Their roots must be kept cool. 

2. The next most dangerous enemy of these 
plants is bulb rot. This is caused by a mold 
called fusarium which attacks the bulb where 
the roots emerge from the base of the bulb. 
Dusting with a fungicide before planting 
will go far toward preventing this. Here again 
perfect drainage is essential as a prophylaxis 
against this condition. Two other factors are im- 
portant. The first is keeping the soil temperature 
down as low as possible and second, avoiding 
fertilizers with a high nitrogen content. Both 
of these factors, in addition to the others, pre- 
dispose to rot. 

3. The third condition causing the demise of 
some plants is a virus disease called mosaic. It 
is transmitted from infected plants to healthy 
ones principally by the bite of sucking insects, 
notably the common green aphid or plant louse. 
This is analogous to the spread of malaria from 
infected persons to healthy ones by mosquitoes. 
Most lilies tolerate a virus infection well, and 
some show no evidence of its presence, though 
they may act as a reservoir of infection for non- 
tolerant varieties. Many tulips carry a_ virus 
infection, and lilies should not be grown near 
them. Unfortunately some of the loveliest species 
are quickly killed by this condition. Any plants 
susceptible to mosaic should be isolated from 
possible sources of virus infection, and aphids 
rigidly controlled. 

4. The fourth source of discouragement to 
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The lily seeds (right) may be 
taken and planted in double- 
depth flats as shown below at the 
left. At right, a method is illus- 
trated for growing lilies in pots. 


the uninitiated lily grower is a fungus infection 
called botrytis. It attacks the leaves in the early 
spring when the lush, tender growth is taking 
place. Overhead watering with consequent wet- 
ting of the foliage predisposes the plant to the 
fungus. It is analogous to mildew on roses and 
its control is the same. Spraying with Bordeaux 
mixture will prevent it. The fungus is not fatal, 
only unsightly. 

All lilies cannot be expected to do well in all 
sections of the country—the climatic conditions 
are too diverse. Fortunately some exceptionally 
beautiful ones are extremely hardy and tolerant 
under a wide variety of conditions. The begin- 
ner should obtain these types first and as his 
experience increases, branch out to the more 
tender sorts. A hardy example of the trumpet 
group is the L. centifolinm—Olympic strain— 
which will bear up to twenty white fragrant 
blooms on six-foot stems after it becomes estab- 
lished. Also the aurelian hybrids which are avail- 
able as yellow, apricot, and lime green trumpets, 
can be depended upon almost anywhere. The 


regal lily, too, is an old favorite. Some new 
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hybrids such as L. redbird and L. valiant are ex- 
cellent, being deep red, extremely vigorous, and 
prolific. On the Pacific Coast many natives can 
be grown. Easterners should at first try the lilies 
native to their vicinity. 

I recommend growing lilies in pots. I started 
that way because good floral pictures are so hard 
to obtain in the garden because of poor back- 
grounds or because the light source is seldom in 
the right direction. I could move them about in 
pots to find suitable backgrounds and lighting 
at any time. Experience has shown that pots 
offer protection from rodents; they can be moved 
to obtain more or less sun or shade; there is free- 
dom from competition from roots of trees, shrubs, 
and hedges; and the pots can be brought indoors 
for short periods to enjoy the blooms. 

A vast wave of interest in lilies is sweeping 
the country, and all of you can experience the 
pleasure I have enjoyed by purchasing a few 
bulbs of carefully chosen varieties. You will 
marvel at their beauty, vigor, and adaptability, 
and thrill to the accomplishment of growing 
them. 


103 
- 
@ 


IN CONSTIPATION 
MANAGEMENT 


— presents methylcellulose as a gel. wit! 
magsesturn hydroxide in less than laxative. 
dosage to maintaia hydration of the gel 
by 


Each tablespoonful contains: 


WAGSRSIUM TOY 


The Turicum formula ossures: 


lubricous balk te encodrage normal 


TUIRICUM 


TRADE MARK 


HYDROPHILIC LUBRICOID 


acwation 


# go<d distribution throughout the bowel 


no bloating 

» no danger af capaci. 

> no interfecenes with wtileation of 
@il-soluble: 


no danges 


eae ger, 4 
LABORATORIES 
AWA) ABLE 


DIVISION NUTRITION RESEARCH LABORATORIES, INC. ¢ CHICAGO 11, ILLINOIS + 
207 (LES 


104 GP @ Volume Ill, Number 3 


| 
UC 
\ L. 
ae 
~ 
SA 
RSG GM, 
4 


She Y, wactitioners Bookshelf 


Thus We Are Men. By Sir Walter Langdon-Brown, 
M.D. Pp. 344. Longmans, Green & Co., New York 
and London, 1939. 


It is always a joy to run onto a book written 
by an unusually well-educated physician with 
a flair for writing, a fine supply of anecdotes, 
and a philosophic slant on medicine and life. 
One such physician was Sir Walter Langdon- 
Brown, one of the great men of medicine in 
Great Britain. 

There are many portions of the book which 
should interest readers of GP. As Sir Walter 
said, a psychoneurosis may express itself at one 
or more of the three levels of the system: (1) 
At the psychical level, by phobias, obsessions, 
and compulsion neuroses; (2) at the sensory- 
motor level by paralyses, tremors, tics, and anes- 
thesias; and (3) at the vegetative level, perhaps 
as a vasomotor disturbance, palpitations, hyper- 
thyroidism, asthma, or glycosuria. 

Sir Walter went on to give some good advice. 
For instance, he remarked that if a physician 
does not examine the patient carefully, the man 
will not be satisfied that the doctor excluded 
organic disease. 

It is most important that a physician never 
show surprise or alarm or disgust. Many a pa- 
tient has been made much worse because the 
doctor showed alarm and astonishment when he 
looked at something in the record or in the roent- 
genograms. 

Very wise was Sir Walter’s statement that 
physicians commonly fail to help a patient when 
they simply tell him that there is nothing wrong, 
or that the cure rests mainly with him. That is 
true enough, but if the man is to be helped, he 
must be shown in detail what he can do to help 
himself; he must be given definite advice. Vague 
and general advice is of little value. For example, 
a man with heart disease is often told to go easy. 
That can only puzzle him. He should be told 
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more exactly how much he should try to do and 
how much he should rest. 

It is unwise for a parent to try to force him- 
self or herself into a child’s confidences. The 
child is likely to resent this. Thus, when a gush- 
ing mother says, “My daughter and I are just 
like sisters,” the daughter is likely to say, when 
gotten off by herself, “Oh, mother is the limit.” 

One of the great English physicians, Cruick- 
shank, used to say, for the body as well as for 
the soul there is the effort that overcomes weak- 
ness and leads to strength, and the hesitation 
and compromise that lead to evasion of difficul- 
ties and eventually a neurosis. There is also the 
despairing retreat that leads to disaster. 

It is interesting that during World War I, 
W. H. R. Rivers, who was primarily an anthro- 
pologist, became an excellent psychotherapist. 
During the first part of his life he was a reserved, 
shy, psychoneurotic, lonely man. Then he dis- 
covered that he could be very successful at 
helping mentally ill soldiers, and with this he 
became another person and a far happier one. 
His diffidence now gave way to confidence. His 
reticence gave way to outspokenness; and inter- 
estingly, his formerly labored style of writing 
became remarkable for its ease and charm. He 
once said that after he had come in contact with 
the real problems of life he felt that it was im- 
possible for him to return to his former life of 
detachment. Knowing of this experience of 
Rivers might help many a schizoid, reserved, 
shy, and lonely person to become more normal. 

Robert Hutchison used to say that “The path 
of medical progress is strewn with the wrecks 
of discarded fads.” Other physicians in the past 
have commented on the fact that the drugs or 
modes of treatment that are discarded by one 
generation of physicians are used by the quacks 
and the old women of the next generation. 

Curiously, and probably truly, Sir Walter 
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672 Pages 


279 Illustrations (25 in Color) 
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Dr. Tassman’s original purpose was to provide a bridge between the eye manifestations and the 
other medical aspects of internal disease—and in this, its Third Edition, no change has been made 
in the plan and arrangement of the material. No change was necessary. The book has been 
successful and popular, and has served the ophthalmologist as well as all others engaged in either 


general or specialized medicine very well. 


In revising the material, he has brought it all completely up to date, and has added about 60 new 


illustrations. 


Specifically, some of the valuable new features of this new addition are: 


The section on GLAUCOMA has been entirely rewritten 
in accordance with the present day understanding of the 
terminology and classification and diagnosis of the vari- 
ous forms of the disease. 


He presents a complete description of RETROLENTAL 
FIBROPLASIA with illustrations of this condition accord- 
ing to the very latest knowledge available. 


The last word on treatment of INTERSTITIAL KERA- 
TITIS is fully stated. 


A new description of all the eye manifestations of 
ACUTE ANTERIOR POLIOMYELITIS. 


The occurrence of congenital cataract in children of 
mothers who suffered with RUBELLA during pregnancy 
is described. 


A complete description of STURGE-WEBER SYN- 
DROME (encephalo-trigeminal), with description of all 
its eye manifestations is included. 

Other new syndromes: SJORGEN’S, BEHCET’S, 
HARADA’S (bi-ateral uveitis associated with bilateral 
detachment of the retina), REITER’'S DISEASE (non- 
specific urethritis, conjunctivitis and arthritis) and 
HUTCHINSON'’S. These are all fully described accord- 
ing to the latest knowledge of the conditions. 

SCRUB TYPHUS, with excellent illustrations, is 
described. 

CRANIAL ARTERITIS or TEMPORAL ARTERITIS is 
a comparatively new condition found covered in this 
edition. 

PSEUDOXANTHOMA ELASTICUM, with a descrip- 


tion of the ocular findings which may be present, is 
described. 


The importance of PSYCHOSOMATIC DISORDERS in relation to ocular conditions is in keeping 
with the present day trend, and naturally it is adequately discussed. 


He has also included a new description of LYMPHOMATOID TUMORS. 


The book includes the newest forms of treatment in each syndrome and the new antibiotic and 
antihistaminic drugs which have been widely used in the past few years are discussed. 
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used to say that when a mother is trying to 
drive a wedge between her son and his wife, 
any compromise is impossible. The only thing 
that the son can do to keep from losing his wife 
is to put a thousand miles between himself and 
his mother. 

Often when a physician finds a patient suffer- 
ing from hysteria, he would do well to look 
around and see who in the family is being most 
inconvenienced by the patient’s illness. Some- 
times then it will be found that the invalid is 
trying to punish this person. For instance, a 
young woman, with the help of violent attacks 
of hysteria, was able to enslave her mother for 
ten years and more. The impression gained by 
the attending physician was that the girl, al- 
though apparently devoted to her mother, was 
secretly bitter against her for having borne her 
illegitimately. 

An interesting sentence of Sir Walter is worth 
thinking about. He said, “To see things as they 
are, is a large part of the task of growing up.” 
There are too many persons in this world who 
retreat from reality and refuse to face unpleasant 
facts. They are the people who are always read- 
ing books filled with the saccharine thesis that by 
thinking right, they can make themselves over 
into very successful, beautiful, and much desired 
persons. As Sir Walter said, there is a law of 
life which requires that we accept to the full 
the responsibilities that we have. We must go on 
and not look back. The penalty for evading 
responsibilities is deterioration of the whole per- 
sonality. Some persons evade by becoming ill, 
some evade by taking to drink, others evade by 
getting some form of hysteria. 

All those physicians who have been interested 
in the nonconformist writings of D. H. Law- 
rence will be interested in what Sir Walter said 
about him. Sir Walter stated that Lawrence was 
practically impotent and this appeared to account 
for his tremendous and satyr-like interest in sex. 
He had a terrible mother fixation. He tried to 
split love into physical and psychical compo- 
nents. Oddly, he once said, “One sheds one’s 
sicknesses in books.” 

Curious is the statement of Holtby, who said, 
“We men have lost our tails, but we have not as 
yet grown wings!” There is many a man today, 
with a very fine, idealistic side, who has constantly 
to wrestle with the anthropoid which lives with- 
in him. Curious, too, is Sir Walter’s statement 


on the origin of the word, “sympathy.” Accord- 
ing to him, it came from the Greek, “sympaidos,” 
which means “he who follows behind.” There 
are many such Greek words which can be of 
interest to physicians today. For instance, “en- 
thusiasm” has a delightful meaning. It means 
that a man has a God within him. How fortu- 
nate the man who has great enthusiasms and 
keeps them all his days! Another interesting 
Greek word that comes to mind is “symposium.” 
Few doctors who attend a symposium know that 
in Greek it meant a drinking party! Occasionally, 
of course, today, before they go into a symposium 
the doctors stop for a while at the bar of the 
club in which they are meeting. A delightful 
sentence of Sir Walter's is, “Every young poet 
would like to be intense, but he doesn’t know 
what to be intense about!” One often thinks of 
this when reading the beautiful English that 
some poets write, about nothing. 

Sir Walter stated that in theology, men so 
desire certainty that they grasp at a manifestly 
inadequate explanation and then keep maintain- 
ing that it is the whole truth. They brook no 
argument about it, and yet the truth always goes 
marching on in spite of their efforts to block it. 
As the British novelist Samuel Butler once said, 
“An honest God is the noblest work of man.” 

Interestingly, Wilfred Trotter once said, “Let 
a man beware of disciples.” Many a physician 
who has written a good deal has been embar- 
rassed at the incorrect quotations of his enthusi- 
astic disciples, quotations that showed clearly 
that they never read carefully or understood 
what had been written. 

Hopeful to all physicians who today are trying 
to improve medicine is a beautiful statement of 
Sir Walter to the effect that “Despite some 
disagreeable eddies and unsavory backwaters, the 
main stream of medicine runs clear, and sweeps 
onward with a gathering impetus.” 

Dealers in used books can undoubtedly find 
a copy of Thus We Are Men for any physician 
who would like to have one. —W.C.A. 


Speech Therapy for the Physically Handicapped. 
By Sara S. Hawk. Pp. 245. Price, $4.00. Stanford 


University Press, California, 1950. 

So often one reads that the child with a 
speech disorder should have psychiatric treat- 
ment or should have special treatment, but that 
is about as far as one gets. The question is, 
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JUST RELEASED; 210 pages (large format), 217 illus- 
trations, bibliographies, index, $6.75. 


Filling an important gap in the literature of diag- 
nostic medicine, Fundamentals of Clinical Fluoros- 
copy is designed, textually and graphically, with 
the sole purpose of helping the pediatrician, intern- 
ist, general practitioner—any physician who may 
use a fluoroscope. 


Although fluoroscopy is certainly one of the most 
valuable tools available to all physicians in clinical 
practice, useful alike in office and hospital, no up-to- 
date text on this single subject exists in the English 
language. Now Dr. Storch brings the clinician what 
he needs: a practical and comprehensive manual— 


CoLon fully wlustrated—on fluoroscopy and only fluoros- 
copy, in all its basic diagnostic capabilities. 


As a young radiologist who has been particularly 
successful in presenting principles and practice of 
roentgenology to physicians not specializing in 
x-ray, Dr. Storch brings a wealth of carefully or- 
ganized, practical detail to this book. He leads you 
from basic essentials through normal organ appear- 
ance, special maneuvers and procedures, and step- 
by-step examination for pathology. The 217 illus- 
trations are captioned in detail and closely corre- 
lated with the text, stressing differential diagnosis. 
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how does a real expert actually go about help- 
ing a child who cannot talk well. How does 
he teach him? Here is the book that all such 
questioners have been looking for. Miss Hawk 
teils what a teacher actually does with children 
in order to get them to talking better. Very in- 
terestingly, she is concerned not only with the 
ordinary stutterers, but with the spastics and per- 
sons whose difficulty with speech is hooked up 
with the sort of disorder that is best helped by 
a good orthopedist or a good orthodontist. 

Miss Hawk emphasizes the relationship be- 
tween gestures and speech. She has had years 
of pioneering work, and years of successful 
teaching. 

This book would be a good one for a general 
practitioner to put in the hands of an intelligent 
mother of a child with a speech defect. At least 
it could give the mother an idea of the sort of 
work that can be done and is being done for 
handicapped children. —W.C.A. 


Communicable Diseases. Edited by Roscoe L. Pullen, 
A.B., M.D., F.A.C.P., Professor of Graduate Medi- 
cine, Director of the Division of Graduate Medi- 
cine, and Vice-Dean of the School of Medicine, 
Tulane University of Louisiana. Pp. 1,035 with 253 
figs., 35 illus. Price, $20.00. Lea & Febiger, Phil- 
adelphia, 1950. 

This is a system on communicable diseases 
which had its inception during the recent World 
War, when, because of the shortage of beds and 
personnel, a survey of communicable diseases in 
the isolation wards of the well-known Charity 
Hospital was made by the staff in order to decide 
which patients required strict isolation and 
which could be handled at home or in general 
wards. 

The work is arranged on the premise that in 
many communicable diseases an immediate diag- 
nosis cannot be made; the doctor must make a 
prompt decision as to the probable degree of 
communicability and proper disposition of the 
patient must be decided on before admission to 
the hospital. The arrangement of the book is 
therefore based on clinical rather than the usual 
etiologic observation. 

The book opens with a chapter on general 
considerations: the processes involved in decid- 
ing whether a disease is communicable; summar- 
izing tables showing etiology; methods of trans- 
mission; chief clinical features; laboratory diag- 
nosis; and preventive and curative management. 


After this chapter, the classification in most of 
the nine sections is based on the organ or system 
showing the predominant manifestations of 
disease: the skin, the respiratory system, the eye, 
the central nervous system, the intestinal tract. 
There are also sections on diseases with wide- 
spread systemic manifestations; diseases due to 
animal parasites, such as malaria and types of in- 
testinal infestation; and diseases capable of be- 
coming a potential menace in the United States 
through their importation by military personnel 
who have been in foreign countries. Finally there 
is an appendix on pediatric procedures helpful 
in the management of communicable diseases, 
one on metric equivalents, and a satisfactory 
index. 

The bulk of the book is taken up with syste- 
matic and detailed discussions of nearly all the 
communicable diseases along the usual lines: 
definition, etiology, epidemiology, pathology, 
clinical features, diagnosis, prognosis, complica- 
tions, treatment, and prevention. The editor has 
done a good job as the discussions are clearly 
written and the unevenness which is apt to 
appear in systems written by many contributors 
has been avoided. There are excellent bibliog- 
raphies following most of the discussions. 

The illustrations, both black and white and 
colored, are really elucidative. As is desirable in 
a work on communicable diseases, there are good 
graphs showing the seasonal distribution of 
various diseases and excellent maps showing the 
geographical distribution of many of them. All 
in all, the work is a most satisfactory one and 
should be of great value to general practitioners, 
much of whose work deals with communicable 
diseases. —Georce Biumer, M.D. 


Counselling the Handicapped in the Rehabilitation 
Process. By Kenneth W. Hamilton, Associate Pro- 
fessor of Social Administration, Ohio State Univer- 
sity. Pp. 296. Price, $3.50. The Ronald Press Com- 
pany, New York, 1950. 

Today when so many men have come back 
from the wars crippled and broken, and when 
great efforts are being made to rehabilitate them 
and put them back into useful lives, every phy- 
sician should know what is being done to help 
them. Part of this book is devoted to community 
organization for rehabilitation, and the functions 
of the counsellor in this connection. 

The crowning achievement of rehabilitation 
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THE DOCTOR 


HIS CAREER, HIS BUSINESS, HIS HUMAN RELATIONS 


BY STANLEY R. TRUMAN, M.D. 
President, American Academy of General Practice 


For student, intern, young doctor: sound, practical advice; friendly, under- 
standing counsel 


For the experienced doctor: a chance to re-live in memory his own early 
days in practice, compare his experiences with the average, enjoy some 
delightful “shop talk” 


For everyone connected in any way with the medical profession: tops in 
entertaining reading 


CONTENTS 


. Why Should Anyone Choose Medi- X. Continued Learning—A Lifelong 
cine? Process 

. What Field?—Your First Challenge 

. City or Country?—Two Good Choices 

. Group or Solo?—Two Good Methods . Organizations—Their Use and Abuse 


. Space—Make It Efficient Professional Relations — Getting 
. Equipment and Furnishings Along with Your Colleagues 


XI. Hospitals—On the Medical Team 


. Personnel—Employment Practices . Your Public Relations—Do They 


. Records—Necessary Nuisance Show? 


. Insurance and Savings—Basis for Se- XV. Patient Relations—Maturing in Medi- 
curity cine 


Appendix A. Principles of Medical Ethics of the American Medical Association 
B. Check List of Things to Do When You Start in Practice 


150 pp. 3 figs. $3.00 


The Williams & Wilkins Company 


Mt. Royal and Guilford Aves. Baltimore 2, Maryland 
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is the employment of the handicapped individual 
in a satisfactory job. Accordingly, in this book 
one learns of the experience of handicapped 
workers in industry, and one learns of the atti- 
tudes of employers, the types of jobs which may 
be obtained, and the problems of workmen’s 
compensation. This book can be of great help 
to all those men and women who are now en- 
gaged in all phases of rehabilitating the handi- 
capped. —W.C.A. 


Psychosomatic Medicine. Its Principles and Applica- 
tions. By Franz Alexander. Pp. 300. Price, $4.00. 
W. W. Norton & Company, Inc., New York, 1950. 
This is a book for those who can believe in 

the weird pronouncements and theories of the 
psychoanalyst, especially of the Alexander 
school. The ordinary physician, if he can stand 
long words and difficult sentences, will, as he 
wades through the book, become either amazed 
or outraged or amused at the farfetched explana- 
tions for many symptoms. Again and again he 
is likely to say, “Oh no, surely the explanation 
for that action is much simpler than that.” He 
will suspect that the psychiatrist was much more 
inclined to indulge in silly fantasy than were 
his patients. 

Interestingly, in this book one finds quotations 
almost entirely from other psychoanalysts. For 
instance, as one opens to the section on rheuma- 
toid arthritis, one finds weird statements of 
psychiatrists but nothing from our great students 
of arthritis. Another interesting feature of 
books like this is that practically nowhere does 
one find any mention of heredity; that is abso- 
lutely taboo. As Freyhan has pointed out, many 
psychiatrists today have little to do with science 
or scientists or scientific methods. According to 
Freyhan, they practice a sort of religion, and 
live in a world of fantasy where nothing need 
be proved, and most of what they say can never 
be proved. Simple, logical explanations for 
mental phenomena are anathema, and the great- 
est man is the one who can think up the screwi- 
est explanations for simple acts. For instance, 
a psychiatrist has just discovered that one of the 
common troubles with nervous men is that they 
envy women their uteri!!! Such bilge will be 
welcomed and often quoted by the man’s fellow 
religionists. 

Some physicians will want to read some of 
this literature if only to see how awful it is. 


—W.C.A. 
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Biophysical Research Methods. Prepared by a group of 
specialists under the editorship of Fred M. Huber. 
Pp. 667. Price, $9.50. Interscience Publishers, Inc., 
New York, 1950. 

This is a remarkable book and one of tremen- 
dous value to anyone who uses physical measure- 
ments in his work. The first chapter by the 
editor, which is on the subject of how to avoid 
fruitless experiments, is well worth reading by 
all scientific men. 

There is an interesting chapter on the use 
of the new special types of microscopes, and 
there is a good discussion on the uses of isotope 
tracer substances. —W.C.A. 


Practical Neurological Diagnosis. By R. Glen Spur- 
ling, M.D. Pp. 268, Price, $5.00. Charles C 
Thomas, Springfield, Ill. 

This is a valuable, attractive, and well-illus- 
trated book designed to help students and phy- 
sicians who wish to perfect themselves in the 
study of neurologic cases. Spurling has wisely 
included only those diagnostic tests which he 
personally has found useful. He has also had 
the wisdom to gather from many scattered 
sources the data which explains the anatomic 
and physiologic backgrounds for many of the 
neurologic symptoms and signs. 

It would be hard to find a better book for a 
physician who wishes to improve his technique 


in neurology. —W.C.A. 


Mechanism and Evaluation of Antiseptics. Edited by 
Roy Waldo Minor. Annals of the New York Acad- 
emy of Sciences. Pp. 1-219. Price, $3.00. Vol. 53, 
Art. 1. Published by the Academy, 1950. 

This little book is filled with up-to-date articles 
by many experts in the field. There is a fine 
article on the meaning of bacteriostasis, a word 
which is much in the public view today. Others 
are on the new antitubercular compounds, on 
the colloidal nature of antibiotics, on protein 
synthesis by bacteria, and on the metabolic ac- 
tion of streptomycin. 


This is a thought-provoking book. —W.C.A. 


Lehrbuch Der Verdauungskrankheiten. By Professor 
Norbert Henning and D. Walther Baumann. Pp. 
799. Price $16.50. Gorg Thieme Verlag, Stuttgart, 
Germany; Grune & Stratton, Inc., New York, 1949. 
For those who can read German this is an 

interesting volume which shows what is being 

done in gastroenterology in Germany. Henning 
is one of the leading gastroenterologists in 
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THE MACMILLAN CO. 


60 Fifth Ave., New York 11, N. Y. 


invites your 
attention to 


BOOTH No. 344 


CORNELL CON- 
FERENCES ON 
THERAPY, vol. IV 


To keep abreast of prog- 
ress in therapeutics. Ma- 
terial on cardiac rhythm, 
diabetic emergencies, 
eardiovascular syphilis, 
ete. 

Chairman, editorial 


board, Harry Gold, M.D. 
Probably $3.50 


VISCERAL 
RADIOLOGY 


Complete radiological 
coverage of all the dis- 
eases of the viscera. Sec- 
tions on the circulatory 
system, the liver, the gall 
bladder, ete. 


by Emerik Markovits, 
M.D. 


650 illus. about 600 pp. 
Probably $20.00 


THE BRIDGE OF 
LIFE 


From physies and chem- 
istry to metaphysics .. . 
from demonstrable fact 
to conjecture, here is the 
fascinating story of biol- 
ogy, the science of life. 


by August Pi Suner, 
M.D. 


$3.75 


MANISA 
MICROCOSM 


A popular review of the 
complexity of life and its 
implications for modern 
thought. The origin of 
life and its place in the 
universe. 


by J. A. V. Butler, D.Sc. 


162 pp. probably $3.00 


INHALATION 
ANESTHESIA 


Includes the necessary 
physics and physiology 
to make anesthesia un- 
derstandable. Ideal 
depths or planes of 
anesthesia comprehen- 
sively and ingeniously 
outlined. 
by Arthur E. Guedel, 
M.D. 
probably $4.50 


MEANING AND 
PRACTICE OF 
PSYCHOTHERAPY 


An experienced author 
and teacher offers the 
newest thought and 
methods concerning ab- 
normal psychology, psy- 
choanalysis, and psycho- 
therapy. 


by V. E. Fisher, Ph.D. 
411 pp. $5.00 


A GUIDE TO GEN- 
ERAL MEDICAL 
PRACTICE 


The history, develop- 
ment, and fundamentals 
of general medical prac- 
tice. Preparation for 
practice, and the con- 
crete considerations of a 
physician’s duties and 
problems are discussed. 
by Martin Vorhaus, 
M.D. 
244 pp. $3.50 


MEDICAL 
ENTOMOLOGY 


Completely revised 4th 
edition. Stress remains 
on biology as funda- 
mental torational health 
control. A thorough anal- 
ysis of public health 
operations and the 
health of domestic ani- 

mals is included. 
by William B. Herms, 
Se.D. 

643 pp. $9.00 


THE CEREBRAL 
CORTEX OF MAN 


A probing of the convolu- 
tions of the brain by elec- 
trical stimulation to de- 
termine centers of mem- 
ory, motion, speech, and 
hearing. Results drawn 
from over 400 cranio- 
tomies. 
by Wilder Penfield, 
M.D. 
Theodore Rasmussen, 


248 pp. 121 illus. $6.50 
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Europe. The book is beautifully printed and 
beautifully illustrated and contains a great deal 
of information. Apparently the Germans have 
not become as interested as we Americans in 
serum hepatitis or in attempts to diagnose car- 
cinoma of the stomach early. —W.C.A. 


Cancer of the Colon and Rectum. Its Diagnosis and 
Treatment. By Fred Rankin, M.D., and A. 
Stephens Graham, M.D. Pp. 439. Price, $7.50. 
Charles C Thomas, Springfield, IIl., 1950. 

This second edition of a standard work has 
been beautifully done. There was much need 
for bringing the subject up to date because in 
the last few years surgical techniques have been 
improved, and the antibiotics have made the 
operations safer. Rankin and Graham are experts 
in this field, and everyone who is interested in 
the subject will want to study their book. 

—W.C.A. 


Coronary Circulation in Health and Disease. By Don- 
ald E. Gregg, M.S., Ph.D., M.D. Pp. 227 with 73 
illus. Price, $4.50. Lea & Febiger, Philadelphia, 
1950. 

Doctor Gregg, Chief Research Physician, 
Medical Department, Field Research Laboratory, 
Fort Knox, Kentucky, has written an excellent 
and extensive summary and evaluation of the 
investigative work in this field. The presentation 
is developed from the author's own experimental 
work over the past fifteen years. 

The work should be of interest to cardiovascu- 
lar investigators and cardiologists, but is of lim- 
ited value to the general practitioner of medi- 
cine. —BENJAMIN SCHNEIDER, M.D. 


A Manual of Cardiology. By Thomas J. Dry, M.A., 
M.B., Ch.B., M.S. in Medicine. Pp. 355 with 97 
figs. Price, $5.00. 2nd Ed. W. B. Saunders Com- 
pany, Philadelphia, 1950. 

This second edition of the Manual of Cardi- 
ology has been completely revised since the 
publication of the first edition in 1943. Major 
changes have been made in those chapters deal- 
ing with congenital malformations, electrocardi- 
ography, coronary heart disease, congestive heart 
failure, and subacute bacterial endocarditis. 
There is a new chapter on disease and its rela- 
tion to pregnancy, anesthesia, and surgical 
operations. These changes were necessitated by 
the tremendous advance during the last seven 
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years in the diagnosis and treatment of diseases 
affecting the heart and circulation. 

Throughout the Manual the author shows in 
a clear manner what reasoning is involved in 
arriving at a practical diagnosis, what data 
should be included in determining prognosis, 
and what factors should serve as a guide in the 
planning of treatment. 

The reviewer agrees with Dr. F. A. Willius, 
who has written a foreword for this Manual, 
that a work of this type admirably meets the 
requirements of the general practitioner. The 
clinical side of cardiology is emphasized, al- 
though laboratory methods of examination are 
applied in their proper order of importance. 

This is a worthwhile book. 

—BENJAMIN M.D. 


When Young People Ask About Sex. By Dora H. 
Klamer. Pp. 62, with illus. Price, 75 cents. Asso- 
ciation Press, New York, 1950. 


This is another little book which can be rec- 
ommended to parents who feel the need for help 
in telling their children about sex. —W.C.A. 


Nutrition in Health and Disease. By Lenna F. Cooper, 
B.S., M.A., M.H.E., Sc.D.; Edith M. Barber, B.S., 
M.S.; Helen S. Mitchell, A.B., Ph.D.; and asso- 
ciate author, Henderika J. Rynbergen, B.S., MLS. 
Pp. 744 with 133 illus. Price, $4.00. 11th Ed. J. B. 
Lippincott Company, Philadelphia, 1950. 

Any book which passes through eleven edi- 
tions during a 22-year period and still survives 
must challenge our attention. Here is a volume 
written by four women with working experience 
in both laboratory and hospital. Their aim is 
and has always been to furnish a text which is 
simple, direct, and concise, written in language 
which may be immediately understood by stu- 
dent nurses, college students, interested lay 
readers, and, of course, physicians. The latter, 
it seems to this reviewer, could profit by the 
simplicity of this book when they wish to “give 
orders” to dietitian or nurse at the bedside. In 
all candor, not too many of us are well versed 
in the art and craft of the culinary division. 
Good, well-chosen food can be spoiled in cook- 
ing, and in any case it must be adapted to the 
immediate needs of the patient according to his 
or her malady. 

The book is divided into four sections: Prin- 
ciples of Nutrition, Diet in Disease, Food Selec- 
tion and Preparation, and Tables and Special 
Tests. —I. W. Voornees, M.D. 
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New Form 


of Levorotatory Belladonna Alkaloids 


The practical value of an antispas- 
modic depends upon its degree of 
desirable spasmolytic effect, conven- 
ience of administration and patient 
acceptability. 

Degree of spasmolytic effect of bel- 
ladonna alkaloids rests upon the inten- 
sity of parasympathetic inhibition. Pure 
levorotatory belladonna alkaloids 
(Bellafoline) are more potent and 
selective than belladonna alkaloid 
mixtures in producing this spasmolytic 
effect, at the same time minimizing the 
undesirable cerebrospinal effects. 


Studies by Kramer and Ingelfinger, (M. Clin. North 
Amer., Boston No.: 1227, (1948) demonstrate the 
highly efficient action of Bellafoline. By balloon- 
kymograph studies on the human intestine they 
found that most commonly used antispasmodics are 
less effective than atropine (standard dose: 1/100 gr.). 
Bellafoline was the outstanding exception. It sur- 
passed atropine in both degree and duration of 
action. 


ATROPINE SULFATE 0.6 mg. I. V. 

PROTECTIVE ACTION 
BELLAFOLINE 0.5 mg. I. V. 
PROTECTIVE ACTION 


100 


2 

w 

i=) 

« 

a 


HOURS P PROTECTING DRUG 
Protecting capacity of Anticholinergic Agents against 


bronchospastic effects of I. V. Mecholyl. From graphs in 
Beakey, et al.* Annals of Allergy, Vol. 7, No. 1. Jan.-Feb.1949 


for Selective Spasmolytic Action 


The antispasmodic effect of Bellafoline 
is augmented by the addition of a small dose 
of phenobarbital thereby reducing excitabil- 
ity and tension. 

Such an association of Bellafoline and 
phenobarbital is now available in the form of 
Elixir Belladenal for treatment of spastic 
disorders that are associated with hyperirri- 
tability and anxiety. 

The several requirements mentioned for 
a practical, spasmolytic agent are fulfilled by 
Elixir Belladenal. In addition to high efficacy, 
it is specifically designed for patient accept- 
ability and convenience of dosage regulation 
in the full range of antispasmodic application. 
It is especially serviceable in pediatrics and 
in those adults where the use of tablets and 
capsules is impractical. The teaspoonful dose 
contains Bellafoline (levorotatory alkaloids 
of belladonna leaf) 0.0625 mg. and phenobar- 
bital 12.5 mg. 

ELIXIR BELLADENAL is indicated in 
spastic disorders such as: feeding problems 
in infants and children, spastic colitis, cardio- 
spasm, pylorspasm, peptic ulcer, pseudo-ulcer 
syndrome, biliary colic, renal colic and dys- 
menorrhea. 

Also available in tablet and suppository 
torms. Professional Samples and Literature 
are available upon request. 


Sandoz 


Pharmaceuticals 


DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, NEW YORK 
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Academy forts and News 


1951 SCIENTIFIC ASSEMBLY 


AMERICAN ACADEMY OF 
GENERAL PRACTICE 


San Francisco Civic Auditorium, 


March 19-22, 1951 


“THERAPEUTIC NUGGETS” 
FEATURE ON CLOSING DAY 


Wirs A general theme of what's new and prac- 
tical in the management of certain diseases and 
disorders, the first period of the closing day, 
March 22, of the 1951 Scientific Assembly will 
be titled “Therapeutic Nuggets.” Five diverse 
topics will be discussed by leading Bay Area 
physicians. 

Dr. Francis L. Chamberlain will talk on 
cardiovascular disorders, selecting a few of the 
more common diseases and outlining therapeu- 
tic approaches for the general practitioner to 
follow in their management. He will discuss, 
too, certain therapeutic agents on which there 
have been conflicting reports in the literature. 

Dermatologic disorders will be the subject of 
a brief review by Dr. Grant Morrow. The patho- 
genesis and treatment of skin diseases such as 
psoriasis, atopic dermatitis, and fungus infec- 
tions will be discussed. The internal and ex- 
ternal uses of the antihistamine drugs, various 
antibiotics, and other lesser known but useful 
drugs will be examined. 
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FINE AATS 


San Francisco's Chinatown, largest Chinese settle- 
ment outside of the Orient, has its own post office, 
telephone exchange, hotels, theaters, and churches. 
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Beneficial 
cough reflex 
stays... 


Exhausting 
cough 
goes... 


i 


MERCODOL provides prompt, selective relief that doesn’t interfere with 
the cough reflex needed to keep throat passages and bronchioles clear. 


This complete, pleasant-tasting prescription contains a selective cough- 
controlling narcotic’ that doesn’t impair the beneficial cough reflex... 
an effective bronchodilator’ to relax plugged bronchioles . . . an expectorant’ 
to liquefy secretions. Remarkably free from nausea, constipation, retention 
of sputum, and cardiovascular or nervous stimulation. 


MERCODOL 


THE ANTITUSSIVE SYRUP THAT CONTROLS COUGH—KEEPS THE COUGH REFLEX 
An exempt narcotic 


MERCODOL with DECAPRYN® . Each 30 ce. contains: 


1 Mercodinone® 10.0 mg. 
for the cough with a 2 Nethamine® Hydrochloride 0.1 Gm. 


specific allergic basis. ’ Sodium Citrate m. 


CINCINNATI © U.S.A. 
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Dr. Albert M. Snell will stress the three 
most important: considerations in the dietetic 
treatment of parenchymatous liver disease: the 
maintenance of an adequate caloric intake, the 
maintenance of nitrogen equilibrium, and the 
restriction of dietary sodium in patients with 
ascites. Doctor Snell will touch upon the clinical 
implications of recent studies with aureomycin 
in liver disease. 

The symptomatology, diagnostic measures, and 
therapy of “pseudovenereal” diseases will be 
presented by Dr. T. L. Schulte. Particular ref- 
erence will be made to the importance of the 
urinary pH in the treatment of these so-called 
nonspecific infections resulting from mixed bac- 
terial flora. 

This portion of the program will terminate 
with a talk by Dr. Windsor C. Cutting on the 
uses and abuses of sedatives. The values and 
the dangers of acute and chronic sedation will 
be stressed. He will comment on various seda- 
tives including bromides, chloral, paraldehyde, 
pentobarbital and other short-acting barbiturates, 
and phenobarbital and different long-acting bar- 
biturates. 

After an hour’s recess to allow those attend- 
ing the Assembly a final trip through the Scien- 
tific and Technical Exhibit, the last scientific 


session will be held. Dr. Mims Gage will pre- 
sent an hour's illustrated lecture on “Essential 


Office Surgery.” Included will be information on 
anesthesia; indications for and techniques of 
laceration repair; abscess drainage, excision of 
moles, warts, and benign growths; the tech- 
niques for skin and mucous membrane biopsies; 
the varicose vein problem; and the use of the 
specialist in fields of minor surgery. 

So ends the preview of the 1951 Scientific 
Assembly. In four successive issues of GP, you 
have had an opportunity to sample the high- 
lights of this unusual meeting. That it will be 
unusual is attested by the program itself. More 
important, however, is that for the first time a 
medical meeting has been designed to search 
out and examine the general practitioner’s broad 
functions. At the same time, the Program Com- 
mittee has not neglected to pinpoint specific 
conditions and therapies. With a day devoted to 
a study of the physician’s role as family coun- 
selor, another day to a discussion of psychoso- 
matic disorders, and twelve additional papers 
dealing with varied aspects of general practice, 
this should be the most instructive and complete 
course of postgraduate education ever presented 
for the family doctor. 

And don’t forget-—Academy members who at- 
tend all sessions will be allowed a maximum 
of 15 hours credit toward fulfilling their formal 
postgraduate study requirements for continued 
membership. See you in San Francisco! 


“This is the acid test in our obstetric exams.” 
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PHYSIOLOGIC 


Administration of ACTHAR initiates a chain of physiologic mecha- 
nisms in the service of preventing or correcting fundamental 
manifestations of disease. 


Y ACTHAR, the specific pituitary stimulant hormone for the 
adrenal cortex, causes the adrenal glands to synthesize and 


secrete the entire spectrum of corticoids. These powerful phys- 
iologic ‘agents control the mobilization and utilization of energy, 
inhibit cellular injury, and prevent or reverse the concomitant 
inflammatory reaction—a basic manifestation common to a wide 
variety of diseases. 


Established Indications: Collagen diseases or connective tissue dis- 
eases, such as rheumatoid arthritis, rheumatic fever, acute lupus 
erythematosus; hypersensitivities, such as severe asthma, drug 


sensitivities, contact dermatitis; most acute inflammatory dis- 
eases of the eye; acute inflammatory conditions of the skin, such 


as acute pemphigus and exfoliative dermatitis; inflammatory 
conditions of the intestinal mucosa, such as ulcerative colitis; 
and metabolic diseases, such as acute gouty arthritis and sec- 
ondary adrenal cortical hypofunction. 


Literature and directions for administration of AcTHAR, includ- 
ing contraindications, available on request. 


ACTHAR is available in 10, 15, 25 and 40 milligram vials. 


AUTHAR 


ARMOUR LABORATORIES BRAND OF ADRENOCORTICOTROPIC HORMONE (A.C.T.H) 


THE ARMOUR LABORATORIES 
CHICAGO 11, ILLINOIS 


PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 
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Francis L. Chamberlain, M.D. 


Francis L. Chamberlain, M.D., As- 
sistant Clinical Professor of Medi- 
cine at the University of California 
Medical School, holds staff appoint- 
ments at the University of Califor- 
nia, the San Francisco County, 
Franklin, Notre Dame, and Mary’s 
Help Hospitals. He is a Consult- 
ant at the Veterans Administration 
Hospital, Fort Miley, California. 
Since 1937, he has contributed 
many articles in the field of cardi- 
ology to the medica! literature. For 
six years, Doctor Chamberlain was 
in charge of the Heart Clinic and 
Electrocardiograph Laboratory at 
the University of California Medi- 
cal School. He is president of the 
San Francisco Heart Association and 
vice-president of the California 
Heart Association. He is on the 
Editorial Board of the American 
Heart Journal. 


AFTER MonTHs of planning and preparation, the 
Academy's Third Annual Scientific Assembly 
will convene in the San Francisco Civic Audi- 
torium on Monday, March 19. The meeting will 
be officially opened at 1:00 p.m. by President 
Stanley R. Truman. The Right Reverend Karl 
Morgan Block, Episcopal Bishop of California, 
will deliver the invocation. 

On hand to welcome the general practitioners 
of America to the City by the Golden Gate will 
be Dr. Ivan C. Heron, chairman of the Local 


Arrangements Committee; Dr. Dave Dozier, 


Noted Authorities 
Who Will Speak 
on the Final Day 


of the Assembly 


Windsor C. Cutting, M.D. 


Windsor C. Cutting, M.D., is Pro- 
fessor of Pharmacology at the School 
of Medicine, Stanford University, gery at Tulane University of 
where he received his own A.B. and 
M.D. degrees. He is the author of 
over a hundred papers in the medi- 
cal literature, as well as of the 
Manual of Clinical Therapeutics 


SOCIAL EVENTS SCHEDULED DURING THE ANNUAL ASSEMBLY 


Mims Gage, M.D. 


and Actions and Uses of Drugs. 
Doctor Cutting is editor of the An- 
nual Review of Medicine. He is a 
member of the Therapeutic Trials 
Committee and the Council of 
Pharmacy and Chemistry of the 
American Medical Association, a 
member of the U.S.P. Revision 
Committee and a member of the 
American Society for Pharmacology 
and Experimental Therapeutics, the 
Society for Experimental Biology 
and Medicine, and the American 
Society for Cancer Research. 


Mims Gage, M.D., has been affili- 
ated with the Department of Sur- 


Louisiana School of Medicine since 
1919. At present he holds the ap- 
pointment of Clinical Professor of 
Surgery. He is on the staff of the 
Ochsner Clinic in New Orleans 


president of the Academy's California chapter; 
Dr. John Cline, president of the American Medi- 
cal Association; Dr. Garnett Cheney, president 
of the San Francisco County Medical Society; 
and the Honorable Elmer E. Robinson, Mayor 
of San Francisco. Wives are urged to attend this 
Monday afternoon session, not only to hear these 
distinguished speakers, but because the interest- 
ing program which follows will give them a bet- 
ter concept of the family physician’s broader 
relationship to the community. 

Monday evening everyone will be returning to 
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and is visiting surgeon at Touro In- 
firmary and Charity Hospital sur- 
geon at Foundation Hospital, and 
consulting surgeon at Illinois Cen- 
tral Hospital. Doctor Gage is a 
member of the American College of 
Surgeons, the International College 
of Surgeons, and the American 
Surgical Association. He is a regu- 
lar contributor to the medical litera- 
ture. 


Grant Morrow, M.D., is a native of 
San Francisco where he is now en- 
gaged in the private practice of 
dermatology. He is affiliated with 
the staffs of Saint Francis and San 
Francisco County Hospitals. Doctor 
Morrow received his degree from 
the University of Rochester Medi- 
cal School and then took three years 
of special training in dermatology 
at the University of Michigan. He 
served two years with the United 


Grant Morrow, M.D. 


V7 
T. L. Schulte, M.D. 


States Public Health Service and 
was formerly Instructor in Derma- 
tology at the University of Cali- 
fornia Medical School and Derma- 
tologist at Southern Pacific Hos- 
pital. He is a frequent contributor 
to the medical literature in the field 
of dermatology. 


T. L. Schulte, M.D., was Clinical 
Instructor Section of Urology, De- 
partment of Surgery of Stanford 
University Medical School from 
1941 to 1947. He is now engaged 
in private practice in San Francisco, 
where he is attending urologist at 
Saint Francis, Stanford, and French 
Hospitals, and at the Palo Alto 
Community Hospital in the Penin- 
sula city. Doctor Schulte received 
his medical degree from Stanford 
University and served a residency 
at the Mayo Clinic. He is a mem- 
ber of the American Urological As- 


sociation and has published more 
than thirty articles on his specialty. 


Albert M. Snell, M.D., of the Palo 
Alto Clinic, is Chief Consultant in 
Gastroenterology for the Veterans 
Administration, and Consultant in 
Medicine at the U.S. Naval Hos- 
pital, Oakland, California. Doctor 
Snell received his M.D. degree at 
the University of Minnesota, where 
he later became Professor of Medi- 
cine. While in Minnesota, he was 
head of a section in the Division of 
Medicine at Mayo Clinic. Doctor 
Snell is vice-president of the Ameri- 
can Gastroenterological Association, 
and has been president of the Cen- 
tral Society of Clinical Research. 
American representative to the In- 
ternational Society of Internal Medi- 
cine, Doctor Snell is also a mem- 
ber of the National Research Coun- 


cil Subcommittee on Liver Disease. 


Albert M. Snell, M.D. 


the Auditorium for the big R. J. Reynolds Radio 
Talent Show. Singer-actor Dick Powell, Quiz- 
master Bob Hawk, and the cowboy troubadour, 
Red Foley, are the featured headliners. 

The State Officers’ Luncheon will be held 
Tuesday noon at the Palace Hotel with Chair- 
man Francis T. Hodges of California presiding, 
and Norman R. Booher of Indiana as secre- 
tary. While this working session is being held, 
the ladies will attend the luncheon and fashion 
show at the Fairmont Hotel, where they will 
also have the opportunity to hear a talk by Dr. 
Evelyn Millis Duvall of the National Council 


on Family Relations. 


The Delegates’ Dinner will be held Tuesday 
evening at 6:30 p.m. in the Rose Room of the 
Palace Hotel. Because a business session is 
scheduled to follow the event, invitations are 
limited to the delegates or their alternates. 

A comprehensive tour of San Francisco has 
been arranged for the ladies on Wednesday 
afternoon which will stop at the deYoung Mu- 
seum, where a tea will be held. 

The famous Garden Court of the Palace 
Hotel, known for years for its excellent cuisine, 
will be the scene of the Annual Banquet 
Wednesday evening at 7:00 p.m. California’s 
finest wines have been selected by connoisseurs 
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pack a smile 


into every 


spoonful 
by standardizing on 


prescriptions 
Elixir Peptenzyme: 
4. A delicate blend of 16 . 
carefully selected aromatics, 
appealing to young and old alike. 


2. Imparts desirable color, . 
body and stability to 
liquid prescriptions. 


3. Successfully masks 
unpleasant taste of iodides, 
bromides, salicylates, 
phenobarbital sodium, ete. 

4. Compatible with most drugs, 
imparting unusual 
NS pharmaceutical elegance. 
Ribs REED & CARNRICK+ Jersey City, N. J. 


FOUNDED IN 1860 
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to complement the dinner. Dr. Ivan C. Heron is 
toastmaster and the speaker of the evening is 
Mr. Robert R. Gros, one of the nation’s foremost 
interpreters of the international scene. It is at 
the Banquet that the retiring president of the 
Academy, Stanley R. Truman, will turn the 
Robins Gavel over to president-elect J. P. 
Sanders. 

All in all, you are assured a stimulating and 
entertaining time in San Francisco—a medical 
meeting you cannot afford to miss and the oppor- 
tunity of becoming better acquainted with gen- 
eral practitioners from communities in all parts 
of the country. Here is the schedule: 


1951 SCIENTIFIC ASSEMBLY 
Friday, March 16 


Board of Directors Meeting, Palace Hotel 
Board of Directors Luncheon, Palace Hotel 


Saturday, March 17 


Local Arrangements Committee Meeting, Palace 
Hotel 
Committee on Liaison with Blue Shield Medi- 
cal Care Plans and Medical Insurance, Palace 
Hotel 


Luncheon, Local Arrangements Committee and 
Board of Directors, English Room, Palace Hotel. 


Constitution and By-Laws Committee Meeting, 
Palace Hotel 


Sunday, March 18 


Commission on Hospitals Meeting, Palace Hotel 
First Session, Congress of Delegates, Gold Ball- 
room, Palace Hotel 

Recess 

First Session, Congress of Delegates reconvenes, 
Gold Ballroom, Palace Hotel 


Meetings of Reference Committees of Congress 
of Delegates, second floor, Palace Hotel. 


,Monday, March 19 


Registration, Grove Street Entrance, Civic Audi- 
torium 

Opening of Scientific and Technical Exhibit, 
Civic Auditorium 

Meetings of Reference Committees of Congress 
of Delegates, second floor, Palace Hotel 
Opening Session, 1951 Scientific Assembly, 
Main Arena, Civic Auditorium 

R. J. Reynolds Radio Talent Show, Main Arena, 
Civic Auditorium 


Tuesday, March 20 


Commission on Membership and Credentials 
Meeting, Palace Hotel 

Scientific Assembly 

State Officers’ Luncheon, Rose Room, Palace 
Hotel 

Ladies’ Luncheon and Fashion Show, Fairmont 
Hotel 

Scientific Assembly 

Delegates’ Dinner, Rose Room, Palace Hotel 
Second Session, Congress of Delegates, Rose 
Room, Palace Hotel 


Wednesday, March 21 


Alabama Chapter Breakfast, Palace Hotel 
Scientific Assembly 

Ladies’ Tour of the City 

Scientific Assembly 

ladies’ Tea, deYoung Museum 

Annual Banquet, Garden Court, Palace Hotel 


Thursday, March 22 


Scientific Assembly 

Adjournment of Scientific Assembly 

Board of Directors Luncheon, California Room, 
Palace Hotel 

Board of Directors Meeting, California Room, 
Palace Hotel 


PERMANENT BUILDING FUND REPORT 


THE NEVADA CHAPTER took the honors in January 
by becoming the first state chapter to report 100 
per cent contributions from its membership. A 
check was received at National Headquarters 
which included a donation from each of the 
17 Nevada members. This was particularly 
pleasing to Dr. John R. Fowler and the mem- 
bers of his National Committee who feel that 
our permanent headquarters building, when it 
is eventually erected, should be the result of the 
efforts of all members. 
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A number of other states have begun active 
campaigns. In January, Louisiana led with $100 
from the state treasury and $305 in contributions 
from individual members; Kansas was second— 
$200 from the treasury and $55 from individ- 
uals; Florida—$240 in individual contributions; 
Massachusetts—$200 as an additional chapter 
contribution; Pennsylvania—$198, all from indi- 
viduals. New Hampshire with $65 and a $10 
contribution from Rhode Island completed the 
January total of $1,503. 


8:30 a. m. 
. 10:00 a. m. 
1:00 p. m. 
Rita 8:00 a. m. 
“ee SCHEDULE OF EVENTS 9:00 a. m. 
12:00 m. 
a 12:30 p. m. 1:30 p. m. 
6:30 p. m. 5 
8:00 p. m. 
10:00 a. m. 
12:00 m. 
8:30 a. m. 
ee: 9:00 a. m. 
1:00 p. m. 
4:00 Pp. m. 
ee 8:00 p. m. 7:00 p. m. 
Se: 8:30 a. m. 9:00 a. m. 
10:00 a. m. 12:00 m. 
12:30 p. m. 
12:00 m. 
1:30 p. m. 2:00 p. m. 


a 


AUREOMYCIN 


Sederle 


Effective against many bacterial and rickettsial infections, 


Hydrochloride Crystalline 


as well as certain protozoal and large viral diseases 


Every precaution against contamination and 
every device that will safeguard the quality and 
sterility of thecontent ofaureomycinin vials for 
research parenteral use has been adopted in 
the sterile filling rooms at our Pearl River lab- 
oratories. Rigid aseptic technique surrounds 
the filling process. The actual filling takes 
place in a stainless steel tunnel equipped 
with ultraviolet lights. No human hand 


takes part at any stage, until the plugs are 
inserted in the vials. Plugging is done inside 
an ultraviolet irradiated chamber with only 
the sterile-gloved hand of the operator inside. 

Aureomycin is now available in a number 
of convenient forms, for use locally and by 
mouth. New forms of this antibiotic of un- 
surpassed versatility are constantly being 
perfected. 


Capsules: Bottles of 25, 50 mg. each capsule. Bottles of 16, 250 mg. each capsule. 
Ophthalmic: Vials of 25 mg. with dropper; solution prepared by adding 5 cc. of distilled water. 


LEDERLE LABORATORIES DIVISION awencav Ganamid cour 30 Rockefeller Plaza, New York 20, N. Y. 
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1951 Scientific Assembly Program 


| Monday—March 19 


Tuesday—March 20 


Wednesday—March 21 | Thursday—March 22 


REGISTRATION 
AND 
OPENING OF SCIENTIFIC 
AND TECHNICAL EXHIBITS 


Highlights of Prenatal 
and Postnatal Care 


Russell R. de Alvarez, M.D. 


Therapeutic Nuggets 
Francis L. Chamberlain, M.D, 
Windsor Cutting, M.D. 
Grant Morrow, M.D. 
Thomas Schulte, M.D. 
Albert Snell, M.D. 


Highlights of 
Pediatric Practice 


Charles F. McKhann, M.D. 


R 
SCIENTIFIC 


ECESS TO VISIT 
AND TECHNICAL EXHIBITS 


Office Neurology 
Robert Wartenberg, M.D. 


Our Geriatric Patients Essential Office 


Essential Laboratory 
Procedures 


Jesse L. Carr, M.D. 


Surgery 


Richard A. Kern, M.D. Mims Gage, M.D. 


Call to Order 
Welcomes 


RECESS FOR LUNCH — 


12:00 - 1:30 


Marriage and 
Family Relations 


Paul Popenoe, Sc.D. 


Medical Practice ina 
Changing World 
R. B. Robins, M.D. 


Personality Growth and 
Development 
O. Spurgeon English, M.D. 


Sexual Aspects of 
Marriage 
William C. Menninger, M.D. 


The Care of the Dying 
Walter C. Alvarez, M.D. 


Emotional Forces and 
Bodily Behavior 


Stewart Wolf, Jr., M.D. 


New Ways of Discipline 
Dorothy W. Baruch, Ph.D. 


The Injured Hand 
L. D. Howard, Jr., M.D. 


Therapy in 
Functional Disorders 


George T. Harding, M.D. 


PANEL 


Counseling Factors 
in 
Family Life 

George T. Harding, M.D., 

Moderator 
Dorothy W. Baruch, Ph.D. 
Evelyn Millis Duvall, Ph.D. 
Nadina R. Kavinoky, M.D. 
William C. Menninger, M.D. 
Paul Popenoe, Sc.D. 
Stanley R. Truman, M.D. 


RECESS TO VISIT SCIENTIFIC 


TECHNICAL EXHIBITS 


AND 


Obesity and Thinness 
Clifford Gastineau, M.D. 


Common 
Rheumatic Disorders 
Richard H. Freyberg, M.D. 


PANEL 
Functional Disorders 


in 
Medical Practice 
Walter C. Alvarez, M.D., 
Moderator 
Ralph Bowen, M.D. 
O. Spurgeon English, M.D. 
George T. Harding, M.D. 
Richard A. Kern, M.D. 
Charles F. McKhann, M.D. 


Stewart Wolf, Jr., M.D. 
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Hotel Reservations at San Francisco 
AMERICAN ACADEMY OF GENERAL PRACTICE 


March 19-22, 1951 


A HOUSING BUREAU has been organized for the convention of the AMERICAN ACADEMY OF GEN- 
ERAL PRACTICE, March 19-22, 1951, in San Francisco. Since all requests for rooms are handled in chronological 
order, it is recommended that you send in your — IMMEDIATELY. 

In making hotel reservations, please use the blank below. In writing for reservations indicate your first, second 
and third choice hotel. 

A very limited number of rooms are available at the Headquarters Hotel. Therefore, it is impossible to accom- 
modate other than national officers, two delegates from each state chapter and distinguished guests at the Palace 
Hotel. Officers of state chapters and others will be required to make individual requests which will be handled in 
the regular chronological order. 

All requests must be accompanied by a deposit check of $5.00 per person or $10.00 per room, made out to the 
AAGP HOUSING BUREAU. The deposit holds the room on your arrival day, regardless of the hour, and will be 
credited to your account. Please DO NOT SEND U. S. Postal Notes. 

All reservations must be cleared through this HOUSING BUREAU. Please give DEFINITE DATE and 
approximate hour of ARRIVAL, as well as DEPARTURE, and list the names and addresses of ALL persons who 
will occupy the rooms requested, and the type of accommodation desired. 


ALL RESERVATIONS WILL BE CONFIRMED IF RE- 


QUEST IS RECEIVED NOT LATER THAN MARCH Sth. 


MAIL TO: Single rooms are very scarce. ‘ 


Please indicate if you would be 
AAGP HOUSING BUREAU willing to share a twin-bedded 
Room 200, 61 Grove Street 


room with another member. 
San Francisco 2, California 


PLEASE MAKE RESERVATIONS NOTED BELOW: 
HOTEL 


First Choice 


ARRIVAL: MARCH............ 


Second Choice 
Third Choice 


ADDRESS 


AAGP Housing Bureau 


Signed 


Address 


Please Enclose a Stamped, Self-Addressed Envelope 


| 
MAIL 
THIS 
| NAMES OF OCCUPANTS 
to 
| Check for $......................, payable to AAGP Housing Bureau, is enclosed to bind this reservation. e 


LEAVENWORTH 


POWELL 


TURK 


GOLDEN GATE AvE 


McALLISTEP 


FULTON 


Single 


Hotel and Address Bedrooms 

1 Alexander Hamilton, 620 0O’Farrell..S6.00-10.00 
2 Bellevue, Geary & Taylor... 5.00- 6.00 
3 Beverly Plaza, 342 Grant... 4.00- 5.00 
57 Biltmore, 735 Taylor 4.00 

5 Cadillac, 380 Eddy. 3.00- 4.00 
6 Californian, 405 Taylor... 4.50- 6.00 
7 Canterbury, 750 Sutter... .. 4.00- 5.00 
8 Carlton, 1075 Sutter... 3.00- 4.00 
9 Cartwright, 524 Sutter... 

58 Casa Nova, 354 O’Farrell..._.__. .. 2.50- 4.00 
10 Cecil, 545 Post 3.50- 4.00 
11 Chancellor, 433 Powell..._. .. 4.00 

12 Clift, Geary & Taylor... 6.00-12.00 
59 Commodore, Sutter & Jones... 4.00- 5.00 
14 Court, 555 Bush 3.00- 4.50 
2S Crest, 3.00- 4.00 
16 Devonshire, 335 Stockton... 2.50- 4.00 
16 Drake Wiltshire, 340 Stockton... 3.50- 5.00 
17 El Cortez, 550 Geary... 3.50- 6.00 
18 Embassy, 610 Polk 3.00- 3.50 
19 Fairmont, 950 Mason 8.00-13.00 
20 Fielding, Geary & Mason... 4.00- 5.00 
21 Franciscan, 350 Geary... 2.50- 4.00 
22 Golden State, 114 Powell... 3.00- 3.50 
23 Governor, 180 Turk 3.00- 3.50 
60 Harcourt, Sutter & Larkin. - 3.00- 3.50 
24 Herbert, 161 Powell 3.50 
28 Huntington, 1075 Calif. 


25 King George, 334 Mason... 3.00- 4.00 
61 Lafayette, 240 Hyde a 
26 Lankershim, 55 Fifth... 3.00 
62 Lombard, Polk & Geary... 3.00- 4.00 


Double 
Bedrooms 


$7.00-12.00 
7.00- 8.00 
6.00- 7.00 
5.00 

3.50- 4.50 
7.00- 8.00 
5.00- 6.00 
5.00- 5.50 
5.00 

3.00- 5.00 
4.50- 5.00 
6.00 
8.00-14.00 


3.00- 
11.00-16.00 
4.50- 6.00 
4.00- 5.00 
4.00- 5.00 
4.00- 5.00 
3.50- 4.00 
4.00- 5.00 
8.00-15.00 
4.00- 5.00 
4.00- 5.00 
3.50- 4.00 
4.50- 6.00 


Street plan of San Francisco, showing location of Housing Bureau hotels. 


HOTEL RATES IN SAN FRANCISCO 


Twin 
Bedrooms 


$7.50-12.00* 
7.00- 8.00* 
6.50- 7.00* 
6.00 

4.50- 5.50 
8.00- 9.00* 
7.00- 8.00* 
5.00- 6.00* 
6.00 

3.50- 5.00 
6.00- 7.00* 
7.00 
9.00-15.00* 
7.00- 8.50 
4.50- 6.00 
5.00- 6.00 
5.00- 6.00* 
7.50- 9.00* 
7.00- 9.00 
4.00- 5.00 
11.00-16.00* 
5.50- 7.00 
5.50- 6.00* 
6.00 

6.00 * 
4.50- 5.00 
5.00- 6.00* 
8.00-15.00* 
6.00 

4.50- 5.50 
5.00 

6.00- 7.00* 


Single Double Twin 
Hotel and Address Bedrooms Bedrooms Bedrooms 

27 Manx, 225 Powell__...___._..... $3.50- 4.00 $4.50- 5.00 $6.50 ad 
28 Mark Hopkins, 999 Calif...__. .. 8.00-11.00 11.00-14.00 11.00-16.00¢ 
30 New Dalt, 34 Turk... ——— 3.50 4.00 
31 Olympic, 230 Eddy 3.50- 6.00 4.50- 7.00 6.00- 7.00° 
32 Oxford, Market & Mason... 2.50- 3.00 3.00- 4.00 5.00 
33 Palace—No rooms available. Reserved for members of the Congress of Delegates. 
63 Palomar, 364 O'Farrell... 3.50- 5.00 4.00- 6.00 4.50- 6.00 
34 Pickwick, 5th & Mission... 3.00- 5.00 4.50- 6.00 5.50- 7.00% 
35 Plaza, Post & Stockton... . 4.60- 5.00 5.50- 6.50 6.50- 9.00¢ 
36 Powell, 17 Powell 3.00- 4.00 4.00- 6.00 4.50- 6.00 
37 Richelieu, Van Ness & Geary... 4.00 5.00- 6.00 6.00 * 
38 Roosevelt, 240 Jones... 2.50- 4.00 3.50- 5.00 4.50- 6.00 
39 St. Andrews, 440 Post... 3.50- 4.00 4.50- 5.00 
41 San Carlos, 811 Geary. —s 3.50 3.50- 4.00 4.00- 5.00 
42 Senate, 467 Turk... 3.00- 4.00 4.00- 5.00 5.00- 6.00 
43 Senator, 519 Ellis. 3.00- 3.25 3.50- 3.75  4.50- 4.75 
44 Shaw, McAllister & Market. 3.50- 5.00 4.50- 5.00 6.00- 6.50 
46 Sir Francis Drake, Sutter & Powell... 6.50-11.00 8.50-13.00 10.50-15.00* 
47 Spaulding, 240 OFarrell.. 3.00- 4.00 4.00- 5.00 5.00- 6.00 
48 Stewart, 353 Geary... 3.50- 5.00 5.00- 6.00 6.00- 8.00% 
49 Stratford, 242 Powell 3.00- 4.00 3.50- 6.00 4.00- 6.00 
. 3.00- 6.00 4.00- 7.00 6.00- 9.00¢ 
51 Terminal, 60 Market. 5.00 6.00 » 
64 Travelers, 255 O'Farrell... 5.00 5.00- 6.00 6.00 
52 Victoria, 598 Bush 3.50 4.50 4.75 
53 Whitcomb, 1231 Market... 7.00 .7.00-10.00 8.00-10.00° 
54 William Penn, 160 Eddy...  1.50- 1.75 2.00- 2.25 5.00 
55 Y.M.C.A. Hotel, 351 Turk... 1.30- 2.00 2.30- 2.80 (All without. 

bath) 
.. 2.50- 3.50 3.00- 5.00 4.00- 6.00e 


*Parlor suites available. Rates on request. 
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Inadequate vitamin C in infant feeding often leads not only to scurvy 

but also to megaloblastic anemia.'! BREMIL—newest product of Borden research— 
guards against these grave nutritional complications by providing three times the 
recommended daily allowance? for vitamin C in the reliquefied quart. 


Appreciation of the importance of infantile megaloblastic anemia begins with 

the classic description of the syndrome by Zuelzer and Ogden.* May, et al., observe 
that megaloblastic anemia “has been reported frequently as a complication of 
scurvy.””! They also report concerning their own work: “When vitamin C was provided 
adequately, the diets tested did not lead to megaloblastic anemia.””! 


Careless formula preparation or simply failure to give the required vitamin C when prescribed 
often explains the inadequacy in vitamin C intake. Physicians will therefore appreciate 
particularly the fact that Breit provides more than ample ascorbic acid. And, of course, 
BReEMIL meets similar requirements for vitamins A, B, and D, riboflavin and niacin. 


moreover ...an adequate provision of vitamin C is not the 
only attribute that makes BREMIL new and unique 


BreEMIL is a completely modified milk in which the calcium-phosphorus ratio (14:1) 

is adjusted to the pattern of human milk, thus helping to prevent hypertonicity, 
hyperirritability and other tetanic symptoms in infants.*:> Bremit has the fatty acid and 
amino acid patterns of human milk . . . the same carbohydrate (lactose) ... more iron... 

a soft, flocculent curd of small particle size comparable to human milk . . . complete solubility. 


Bremit can be mixed for a single feeding or a 24-hour period. Formula preparation 

is as rapid as with a liquid product. Moreover, Bremit does not settle out on standing. 
Standard dilution is 1 level tablespoonful and 2 fl. oz. water, although Bremit can 

be either concentrated or diluted. Each level tablespoonful Bremit powder supplies 44 calories. 


Complete information and a trial supply may be obtained upon request. 
Bremit is available in drugstores in 1 lb. cans. 


1. May, C. D., et al.: Am. J. Dis. Child. 80:191, 1950. 

2. Recommended Daily Dietary Allowances, Rev. 1948, Food and Nutrition Board, National Research Council. 
3. Zuelzer, W. W., and Ogden, F. N.: Am. J. Dis. Child. 71:211, 1946. 

4. Gardner, L. I., Butler, A. M., et al.: Pediatrics 5:228, 1950. 

5. Nesbit, H. T.: Texas State J. M. 38:551, 1943. 


Prescription Products Division 


The Borden Company, 350 Madison Avenue, New York 17 
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Left (in inset): Close-up view of automatic 
control panel. 


Below, far left: Entire remote control console 
for Mattern Royal 100 MA Unit. 


low-priced 
ROYAL 100 

MA Unit 

with 

rotating 

anode 
tube 


better value dollar for dollar— 
plus the features that spell X-ray efficiency... 


The Mattern Royal 100 offers an unusual dollar-for-dollar value 
which is particularly remarkable in the low-cost tilt table field. 
Among its special features are: 


Visit the Mattern booth 


®Completely automatic control (see illustration above). 


Spaces 7-8-9 ® Rotating anode tube—need not be removed when changing posi- 
tion of table. Counterbalanced 12” x 16” fluoroscopic screen and 
at the tube—travel in unison—raise, lower, or angle as desired. 
® Hand tilt mechanism which permits use of table in either hori- 
1951 Scientific Assembly zontal or vertical plane. Tube stand mounted separately on tracks, 


allowing greatest flexibility in positioning. 
San Francisco, California ® Bucky diaphragm on full-length track beneath table. Bucky tray 


has self-centering and locking device ... takes cassettes up to 
March 19-22 17” x 17”. 


® Mattern design and engineering—resulting in simplicity of in- 
stallation and long, trouble-free operation. Mattern equipment 
calls for the minimum in repair service. 


See your local Mattern dealer, 
or write direct to us for information. 


4637-4659 


NORTH CICERO AVENUE @ CHICAGO 50, ILLINOIS 
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San Francisco Assembly .. . 


Sp ectal 


For your convenience and pleasure . . . join one of the 
SPECIAL TRAINS TO THE SCIENTIFIC ASSEMBLY 


Lv. New York via NYC 3:30 p.m. March 15 Ret. New York via NYC 8:45 a.m. March 29 
lv. Chicago “BURL. 10:00 a.m. March 16 Ret. Chicago “ SFE 9:00 a.m. March 28 
lv. Kansas City “ BURL. 9:00 a.m. March 16 Ret. Kansas City “ SFE 10:00 p.m. March 27 


March 16. Westward bound to the 1951 Scientific As- March 26. The entire day at the El Tovar Hotel on 
sembly at San Francisco via the scenic California the south rim of the spectacular Canyon. At 5:30 P.M. 
Zephyr route of the Burlington-Denver & Rio Grande- board our Special Train for the return trip home. 


Western Pacific. Enjoy the companionship of fellow 

members as we travel toward the Golden Gate. 

Sample Fares: The following fares per person are 
based on two to a bedroom. Other types of Pullman 
accommodations and rates from home-city to home-city 
upon request: 


March 17. An early morning stop at Denver, thence 
we traverse the beautiful state of Colorado by daylight, 
through the magnificent snow-capped Rockies to Salt 


Lake City. From New York: $412.96 From Chicago: $331.65 


From Kansas City: $302.72 
March 18. Through spectacular Feather River Canyon 


this morning, with evening arrival San Francisco, 


4 where the party is transferred to San Francisco’s finest Fares Include: All transportation; Pullman; taxes; choice 


hotels. double rooms in first-class hotels at San Francisco and 
Los Angeles; sight-seeing as outlined; all breakfasts; 
March 19-22. Assembly activities. transfers of passengers and baggage; dinner party at 


theatre-restaurant. 


March 22. Assembly activities terminate at noon, and 
evening finds us again aboard our Special Train, this 
time en route to fabulous Los Angeles. 


Be assured of choice space . . . make early reservations. 


March 23. Los Angeles, with headquarters at the re- 
nowned Biltmore Hotel. Sightseeing in the movie 


capital. Lee Kirkland Travel 


916 Grand Avenue 


March 24. Free Day. Do as you choose—the beach, Kansas City, Missouri 


Catalina, etc. Special dinner party at famed theatre- 
restaurant. 


Please reserve accommodation for my party of ( ). We desire 
28. Our lest day in Los Angeles—do 2s you the following Pullman accommodations: 
like, sleep late, shop, visit with friends. At 4:30 p.m. Attached is my check for ($ ) representing deposit of 
we again board our Special Train en route the Grand $50.00 on each reservation and which is to be applied on total 

Canyon. 


All Arrangements by Lee Kirkland Travel, Kansas City, Mo. 


acute 
vitamin deficiencies 


A sudden drop from adequate to grossly 
inadequate vitamin intake results in fast 
tissue depletion and functional changes. 
Ordinarily, physical lesions do not appear. 
If tissue depletion is rapid enough, death 
may ensue with slight or no morphologic 
variation. 


deficiencies 


AYE, 


NUTRITIONAL STATUS —> 


Treatment of acute deficiencies 


Fully therapeutic dosages of all the vitamins 
indicated in mixed vitamin therapy should be 
given. Under intensive therapy recovery from 
acute vitamin deficiencies usually is made in a 
comparatively short time. 


THERAGRAN supplies clinically proved, truly 
therapeutic dosages of all the vitamins indi- 
cated in mixed vitamin therapy. 


Each Theragran Capsule contains: 
Vitamin A 25,000 U.S.P. Units 
Vitamin D 1,000 U.S.P. Units 
Thiamine HCl 

Riboflavin 

Niacinamide 

Ascorbic Acid 

Bottles of 30, 100 and 1000 


When the deficiency is acute specify Theragran and 
correct the patient’s diet 


THERAGRAN 


THERAPEUTIC FORMULA VITAMIN CAPSULES SQUIBB 


SQUIBB 


DELEGATES AND 


ALTERNATES OF 


STATE CHAPTERS 


Alabama 


Arizona 


Arkansas 


California 


Colorado 


Connecticut 


Delaware 
District of 
Columbia 


Idaho 


John E. Foster, M.D., Lineville 

Chester P. St. Amant, M.D., Atmore 

Albert S. Dix, M.D., Mobile 

George W. Newburn, Jr., M.D., Prichard 

Lucille M. Dagres, M.D., Phoenix 

Donald G. Carlson, M.D., Phoenix 

R. B. Robins, M.D., Camden 

Fount Richardson, M.D., Fayetteville 

C. C. Long, M.D., Ozark 

C. Randolph Ellis, M.D., Malvern 

Frederic Ewens, M.D., Manhattan Beach 

John G. Walsh, M.D., Sacramento 

Carroll B. Andrews, M.D., Sonoma 

Dave F. Dozier, M.D., Sacramento 

Douglas R. Collier, M.D., Wheatridge 

Cyrus W. Anderson, M.D., Denver 

Carl H. Graf, M.D., Boulder 

John H. Amesse, M.D., Denver 

Michael S. Shea, M.D., New Haven 

Mario Rocco, M.D., Hartford 

Jacques Voris, M.D., Darien 

Edwin Connors, M.D., Bridgeport 

Delegates not yet certified. 

I. Phillips Frohman, M.D., Washington 

S. A. Thomas, M.D., Washington 

M. F. Ottman, M.D., Washington 

L. A. Klein, M.D., Washington 

H. L. Harrell, M.D., Ocala 

Walter W. Sackett, Jr., M.D., Miami 

Oden Schaeffer, M.D., Miami 

John A. Wilhelm, M.D., Jacksonville 

Fred H. Simonton, M.D., Chicamauga 

Harry L. Cheves, M.D., Union Point 

Albert R. Bush, M.D., Hawkinsville 

Joseph W. Marshall, M.D., Twin Falls 

Murland F. Rigby, M.D., Rexburg 

Amos DeFeo, M.D., Chicago 

Harry Marchmont-Robinson, M.D., 
Chicago 

P. R. Blodgett, M.D., Chicago Heights 

W. H. Walton, M.D., Belleville 

N. R. Booher, M.D., Indianapolis 

O. T. Scamahorn, M.D., Pittsboro 

Clarence C. Herzer, M.D., Evansville 

G. W. Herrold, M.D., Lafayette 

C. V. Hamilton, M.D., Garner 

C. A. Nicoll, M.D., Panora 

P. F. Chestnut, M.D., Winterset 

Wm. M. Sproul, M.D., Des Moines 

A. W. Fegtly, M.D., Wichita 

George L. Thorpe, M.D., Wichita 

Ray Busenbark, M.D., Kansas City 

Clyde W. Miller, M.D.. Wichita 


The names of delegates appear in roman type, the names of 
alternates in italics. 
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J. A. Bishop, M. D., Jeffersontown 
R. R. Slucher, M.D., Buechel 
Travis B. Pugh, M.D., Bowling Green 
B. Ralph Wilson, M.D., Sharpsburg 
J. B. Gray, M.D., New Orleans 
M. C. Wiginton, M.D., Hammond 
E. L. Carroll, M.D., Columbia 
D. B. Barber, M.D., Alexandria 
Adrian H. Scolten, M.D., Portland 
George Loewenstein, M.D., 
Great Chebeague Island 
Francis A. Fagone, M.D., Portland 
Carl M. Haas, M.D., Biddeford 
Charles F. O’Donnell, M.D., Towson 
Robert V. L. Campbell, M.D., 
Hagerstown 
E. I. Baumgartner, M.D., Oakland 
Harold V. Harbold, M.D., Baltimore 
Massachusetts Charles I. Nichols, M.D., Baldwinsville 
J. R. Fowler, M.D., Spencer 
Bennett I. Fielding, M.D., Worcester 
Paul Goodwin, M.D., Clinton 
Perry C. Gittins, M.D., Detroit 
John S. DeTar, M.D., Milan 
P. L. Miller, M.D., Muskegon 
John H. Schlemer, M.D., Detroit 
Minnesota Reuben F. Erickson, M.D., Minneapolis 
C. H. Donaldson, M.D., Foley 
]. Cosgriff, M.D., Olivia 
W. L. Herbert, M.D., Minneapolis 
Mississippi S. S. Kety, M.D., Picayune 
S. K. Johnson, M.D., Pelahatchie 
Charles P. Crenshaw, M.D., Collins 
A. P. Messina, M.D., Vicksburg 
Missouri R. C. McElvain, M.D., St. Louis 
Wn. J. Shaw, M. D., Fayette 
Robert Myers, M.D., Kansas City 
Kenneth L. Glover, M.D., Mount Vernon 
Julio P. Soltero, M.D., Billings 
B. C. Farrand, M.D., Jordan 
Adin H. Webb, M.D., Lincoln 
Paul S. Read, M.D., Omaha 
C. L. Anderson, M.D., Stromsburg 
J]. P. Drozda, M.D., Omaha 
H. Earl Belnap, M.D., Sparks 
Stanley Hardy, M.D., Las Vegas 
Raymond Yerg, M.D., Reno 
Morris Sonderegger, M.D., Ely 
New Hampshire Nathan Brody, M.D., Laconia 
James E. Bovaird, M.D., Wolfeboro 
Leo Klinger, M.D., Rochester 
Roger Brassard, M.D., Laconia 
New Jersey Aaron H. Horland, M.D., Newark 
E. Rosner, M.D., Collingswood 
L. G. Brown, M.D., Elizabeth 
Sidney D. Becker, M.D., Keyport 
New Mexico Michael A. Tanny, M.D., Albuquerque 
’ Benjamin Barzune, M.D., Eunice 
Fred Soldow, M.D., Santa Fe 
Wm. J. Hossley, M.D., Deming 


The names of delegates appear in roman type, the names of 
alternates in italics. 
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chronic 
vitamin deficiencies 


When vitamin intake is just below the 
adequate, deficiencies develop slowly. As 
time goes on lesions appear. They are 
insidious in onset and slow in regression, 
even under intensive therapy. Many chron- 
ic lesions progress uneventfully. The pa- 
tient accepts his ill-health as normal. 


Treatment of chronic deficiencies 


Chronic deficiencies require prolonged ther- 
apy. At first treatment should be intensive. A 
much longer period of complete but less in- 
tensive treatment should follow. For a year 
after apparent recovery the patient should be 
given fully protective amounts of the essential 
nutrients. 


THERAGRAN supplies all of the vitamins indi- 
cated in mixed vitamin therapy in clinically 
proved, truly therapeutic dosages. 


Each Theragran Capsule contains: 
Vitamin A 25,000 U.S.P. Units 
Vitamin D 1,000 U.S.P. Units 
Thiamine HCl 10 mg. 
Riboflavin 5 mg. 
Niacinamide 150 mg. 
Ascorbic Acid 150 mg. 
Bottles of 30, 100 and 1000 


When the deficiency is chronic specify Theragran and 


correct the patient’s diet 


THERAGRAN 


THERAPEUTIC FORMULA VITAMIN CAPSULES SQuIBB 


SQUIBB 


Development of chronic deficiencies 
TIME 
4 
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When “blight” in the form of 
mucus clogs the bronchial tree, help 
is often needed to expel it. DiaTussin 
Bischoff provides such help in palatable and ‘ 


effective form by transforming dry, 


D spasmodic coughs to easier, productive ones. , 


non-narcotic cough control Bischo 


acts both centrally and locally, bringing rapid relief to patients by curbing useless cough and 


liquefying secretions. Gastric disturbance and sedation are avoided. 


DIATUSSIN Bischoff, concentrated extract, in 6 cc. dropper bottles. Dosage: 2 to 7 drops three or four 
times daily. 


DIATUSSIN Syrup in 4 oz. and 1 pint bottles. Each teaspoonful contains 2 drops of the extract. 


ERNST BISCHOFF COMPANY, INC-IVORYTON, CONN. 


* 
4 
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New York 


North Carolina 


North Dakota 
Ohio 


Oklahoma 


Oregon 


Pennsylvania 


Rhode Island 


South Carolina 


South Dakota 


Tennessee 


Territory of 
Hawaii 
Texas 


Utah 


Virginia 


Washington 


West Virginia 


Wisconsin 


Wyoming 
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Edward Schwabe, M.D., Brocton 
Vincent E. Fischer, M.D., Rochester 
John F. Mosher, M.D., Coeymans 
Floyd C. Bratt, M.D., Rochester 
John R. Bender, M.D., Winston-Salem 
W. A. Sams, M.D., Marshall 
Milton S. Clark, M.D., Goldsboro 
W. E. Selby, M.D., Charlotte 
Delegates not yet certified. 
Earl C. Van Horn, M.D., Cincinnati 
Howard R. Mitchell, M.D., Columbus 
Ross M. Knoble, M.D., Sandusky 
Thomas A. Shehan, M.D., 

Shaker Heights 
Malcom Phelps, M.D., El Reno 
Finis W. Ewing, M.D., Muskogee 
W. E. Strecker, M.D., Oklahoma City 
James S. Petty, M.D., Guthrie 
Frank W. Rafferty, M.D., Astoria 
Lyle M. Bain, M.D., Albany 
Warren W. Hale, M.D., Portland 
Arthur S. Haines, M.D., Mt. Lebanon 
J. Herbert Nagler, M.D., Philadelphia 
Benjamin Schneider, M.D., Danville 
Joseph J. Bellas, M.D., Farrell 
Charles E. Millard, M.D., Warren 
Peter C. H. Erinakes, M.D., 

West Warwick 
Charles N. Wyatt, M.D., Greenville 
W. W. King, M.D., Batesburg 
W. L. Pressly, M.D., Due West 
Keith Sanders, M.D., Kingstree 
John A. Kittelson, M.D., Sioux Falls 
L. J. Pankow, M.D., Sioux Falls 
Alonzo P. Peeke, M.D., Volga 
Faris F. Pfister, M.D., Webster 


D. H. James, M.D., Memphis 


C. B. Roberts, M.D., Sparta 
W. M. Hardy, M.D., Nashville 
M. L. Davis, M.D., La Follette 
Delegates not yet certified. 


J. B. Copeland, M.D., San Antonio 
R. G. Carpenter, M.D., Dallas 

J]. M. Travis, Sr., M.D., Jacksonville 
J. A. Hallmark, M.D., Fort Worth 
Earl F. Wight, M.D., Salt Lake City 
Jesse J. Weight, M.D., Provo 

W. Ezra Cragun, M.D., Logan 
Myron L. Crandall, M.D., Salt Lake City 
Ira Hancock, M.D., Creeds 

Mary Johnston, M.D., Tazewell \ 
W. E. Rownd, M.D., Bremerton 
Frederick R. Judy, M.D., Spokane 
James L. Patterson, M.D., Logan 
Thomas H. Blake, M.D., St. Albans 
Halvard Wanger, M.D., Shepherdstown 
Myer Bogarard, M.D., Weirton 

Ervin L. Bernhart, M.D., Milwaukee 
Charles W. Giesen, M.D., Superior 
Chester E. Ridgeway, M.D., Cody 
Willard H. Pennoyer, M.D., Cheyenne 


Ants in the 
Printers Pants 


Kinda Irritating, Also 


“Ir 1s BEsT to weed on a hot, dry day, when 
the plants are dry,” County Physician North- 
rup advised. “Never,” he cautioned, “work 
in the garden when the pants are wet as 
that is the best time to spread disease.”— 


Belden (Calif.) Weekly Review. 


Sub-upholstered 


“Like most hospitals in the country, today, 
large or small, it isn’t adequately stuffed.” 


—Clarksdale (Miss.) Daily Press. 


Tentatively Busted 


"He was taken by spectators to the doctor 
with a possible broken nose.”—From The 
Mount Morris Index. 


It Sometimes Happens 


“A titTLeE bungle of love came to frighten 
the home of Mr. and Mrs. Blank.”—Typo 
caught by the Clark County (Kan.) Clipper. 


Becoming, No Doubt 


“Victim of a cute nervous dyspepsia, etc.” 
—Louisville (Ky.) Times. 
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the least 
toxic 
sulfonamide 
studied" 


Yes, SULFACETAMIDE... the least toxic sulfona- 
mide reported in Lehr's clinical studies ...is now 
combined with sulfadiazine and sulfamerazine as 
Pansulfa, with these therapeutic advantages: 


1 The established antibacterial power of three sulfas. 
2 less danger of crystalluria or renal damage. 


3 Uniform dosage—the thixotropic gel of the suspension 
assures even dispersion. Also available in palatable 
tablets. 


Pleasant tasting 


SULFACETAMIDE 


Each teaspoonful or tablet contains 0.5 Gm. (7% S U L FAM ERA Zi NE 


grs.) of the rapidly soluble sulfonamides 1:1:1 
Also 


PANSULFA WITH PENICILLIN : 
(Each tablet contains 100,000 units of Crystal- 
line Penicillin Potassium G in addition to the *see Lehr, D: Federation Proc. 8:315 (1949) 


above formula) CINCINNATI © U.S.A. “PANSULFA” trade-mark 
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Waikiki Beach and the Royal Hawaiian Hotel should lure general practitioners to Hawaii. 


HAWAIIAN MEETING WILL 


Tue Hawauan Acapemy of General Practice, 
newest constituent chapter of the American 
Academy of General Practice, has announced a 
scientific program to be presented at the Royal 
Hawaiian Hotel in Honolulu on April 2. 

This meeting will follow the San Francisco 
Assembly. Members desiring to attend the Ha- 
waiian meeting may arrange for transportation, 
either by steamship or airlines, by writing Acad- 
emy headquarters or the Academy’s official 
travel agency, the Lee Kirkland Travel Service, 
916 Grand Avenue, Kansas City 6, Missouri. 

Registration at the Royal Hawaiian will be 
at 8:30 a.m. on April 2. Following is the 
program: 

“Mimicry of Leprosy” by Edwin K. Chung- 
Hoon, M.D. 

“Abnormal Spontaneous Delivery” by E. F. 
Cushnie, M.D. 

“Psychosomatic Illness from the General 
Practitioner's Viewpoint” by Marquis Stevens, 
M.D. 

“Another Great Imitator” by William Walsh, 
M.D. 

The scientific session will adjourn at 10:30 
A.M. Following luncheon the afternoon will be 


GP @ March, 1951 


FOLLOW ASSEMBLY 


devoted to a visit to the Halo Maholu Lepro- 
sarium. 

On April 3 a tour of the Tripler Army Hos- 
pital, a forty-five million dollar institution, will 
interest many Academy members. 

The formal presentation of the charter to the 
Hawaiian Academy of General Practice will be 
the highlight of the banquet to be held on April 
2. The charter will be presented by a representa- 
tive of the Board of Directors of the national 
Academy. 

A local committee composed of the chapter's 
president, Leslie A. Vasconcellos, M.D.; John 
W. Devereux, M.D., General Chairman; John 
M. Felix, M.D., Chairman Scientific Program; 
Thomas F. Fujiwara, M.D., Chairman Host and 
Hostess Committee, and William S. Ito, M.D., 
Chairman Banquet Committee, is making elab- 
orate plans for the entertainment and enjoyment 
of Academy members and their wives. A tea 
for the ladies will be held while members visit 
the Halo Maholu Leprosarium. 

The charter members of the Hawaii chapter 
recently elected the following officers: Arthur 
L. Vasconcellos, M.D., president; Samuel R. 
Wallis, M.D., first vice-president; John W. 


¥ 


when your patient sees it daily... his “tonic” 


becomes an ever-present symbol of the reassuring and comforting fact 
that he is “in the care of his physician”. Physicians know that, 

in addition to its tone-restoring and appetite-stimulating effects, 

this psychological aspect of a good tonic can often 

produce striking results. NEURO PHospHATES and THERANATES 

aré both available in 12 fl. oz. bottles. 

Smith, Kline & French Laboratories, Philadelphia 


Eskay’s Neuro Phosphates* 


a palatable and effective tonic 


Each adult dose, 2 fluid drams (2 teaspoonfuls), contains: 
Strychnine glycerophosphate, anhydrous . . . 

Sodium glycerophosphate 

Calcium glycerophosphate 

Phosphoric acid, 75% ...... 41.7 minims 


Eskay’s Theranates* 


the formula of famous Neuro Phosphates, plus Vitamin B, 
(0.75 mg. each adult dose) 
*T. M. Reg. U. S. Pat. Off. 
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Devereux, M.D., secretary; Martin H. Lichter, 
M.D.., treasurer; Maxwell D. Boyd, M.D., execu- 
tive secretary; William M. Walsh, M.D., vice- 
president for Oahu; Walter M. Ozawa, M.D.., 
director for Oahu; Archie Orenstein, M.D., 
vice-president for Hawaii; Walter J. Seymour, 
M.D., director for Hawaii; Ransom J. Mc- 
Arthur, M.D., vice-president and director for 


ABOUT CLOTHING FOR 
YOUR HAWAIIAN HOLIDAY 


BY ANN HARPER KIRKLAND 


Lee Kirkland Travel Agency 


THE QUESTION of appropriate clothing for cruise 
wear and your stay on the Islands need actually 
be of little more concern than your usual sum- 
mer wardrobe. 

Ladies will find their cotton and sheer prints 
quite suitable for daytime wear about the hotel, 
while shorts and splashy print sport dresses are 
popular for beach wear. Spectator pumps and 
sandals are most popular in the daytime, while 
Roman sandals are often seen on the beach. 

Hats are not worn at any time except to cock- 
tail parties, and then very small ones are suitable. 
Gloves are not necessary, but handbags are car- 
ried the same as on the mainland. For a cool 
afternoon or evening, a cardigan sweater is very 
useful. A short, light evening wrap is most prac- 
tical, because long evening wraps and furs are 
seldom seen. 

When going to the beach, bathers generally 


wear beach coats over their bathing suits. Slacks 
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Maui; and William W. Goodhue, M.D., director 
for Kauai. 

Mr. Kirkland, of the Lee Kirkland Travel 
Service, will be on hand at his booth in the 
registration area of the Civic Auditorium in 
San Francisco during the Scientific Assembly 
to answer questions regarding transportation to 
Hawaii. 


are worn on the street, but not on the beach. 

As a rule, semi-formal evening dresses are 
worn in the evening, except to special parties. 
Then, formal evening dresses are worn, particu- 
larly at the Royal Hawaiian, where our party 
is staying. Nearly any material is suitable for 
evening wear, for the weather is fairly cool. 
Many prints and sheers are worn to these parties. 

Men will find sport shirts and slacks will fill 
their needs for daytime wear around the hotel. 
Very few wear ties with sport shirts; sport shoes 
or sandals are very popular. In the evening, for 
formal parties and dinner dancing, dark trousers 
and white dinner jackets are worn. On other 
occasions, a light business suit with tie, or sport 
coat, slacks, shirt, and tie are worn. Two-tone 
shoes are a good choice for Island wear. 

On the whole, the clothing worn in Honolulu 
is casual. Sport clothes predominate, with special 
consideration for anything easily laundered. 
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TRADEMARK 


PENTOBARBITAL + PHENOBARBITAL 


A NEW TWUN-ACTIONW SEDATIVE 


UNIQUE CONSTRUCTION FOR PROMPT SEDATION 


Pentobarbital 
Enteric Coating 
Phenobarbital 


TWIN-BARB* is a layered tablet combining two 
time-proved barbiturates in tandem array. 


-NIGHTLONG SLEEP 


. TWIN-BARB contains a nucleus of 
- phenobarbital (%2 gr.) which is 
enteric-coated for delayed effect. 
The initial level of sedation is thus 
sustained throughout the night. 


TWIN-BARB is supplied in bottles of 

1090 and 1,000 round, blue tablets; also avail- 

able as reduced-strength, oblong, gray tablets. 

(Ye gr. phenobarbital, % gr. pentobarbital 
il 

sodium). i 


*Trademark of B.F. Ascher & Co., Inc. 
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4 / twin-BarB's shell of pentobarbital 
sodium (1 gr.) ensures restful 
sleep within fifteen to thirty minutes. 
There is no preliminary excitation, 
such as often results from unmod- 
ified phenobarbital medication. 


TWIN-BARB's carefully adjusted bar- 
biturate balance minimizes the like- 
* symptoms 


F ASCHER & CO., INC. 
‘ Ethical 


KANSAS CITY, MISSOURI 
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“the only drug we have seen 
that allays anxiety without 
me clouding consciousness” 


J.A.M.A, 140 :672 (June 25) 1949 


Tolserol (Squibb Mephenesin) 


@ to alleviate pronounced anxiety and tension 
@ as an adjunct in the treatment of chronic alcoholics 


DOSAGE 

In anxiety tension states: 

As little as 0.5 Gm., given orally every few hours, has pro- 
duced a good response. However, for optimum effect, 0.75 
Gm. or more is given several times a day. 


As an adjunct in the treatment 

of chronic alcoholics: 

As much as 3 Gm. orally every four hours has been found 
useful in the acute stage. This dosage is reduced when the 
patient becomes more manageable. (If Tolserol is given too 
soon after the patient drank alcohol, the toxic effect of the 
alcohol may be potentiated. For this reason, Tolserol should 
not be administered until six hours have elapsed since the 
patient drank alcohol.) 


Tablets, 0.5 Gm., 0.25 Gm.; Capsules, 0.25 Gm.; 
Elixir, 0.1 Gm. per cc.; Solution, 2% (i nous), 


"Tolserol seis 


**TOLSEROL’’ IS A REGISTERED TRADEMARK OF E. R. SQUIBB & SONS 
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Raising pain’s threshold is 
Phenaphen with Codeine’s : 
business! Its efficacy is directly 
attributable to the potentiating 


action of these five anodyne 
and sedative components. 
(Acetylsalicylic acid 

U.S:P. 2% gr., phenacetin 3 gr., 


phenobarbital U.S.P. % gr., 
and hyoscyamine sulfate 


Ethical Pharmaceuticals 
of Merit since 1878 : 
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Pancreas, weighing 300 grams, is about twice its normal size) There is a lobu- 
lated parenchyma disrupted by a marked interlobular fatty infiltration. Path- 
ologist’s diagnoses: ‘“‘obesity; left ventricular Rypertropny; pulmonary edema 
and congestion; fatty liver; fatty mifiltration: of pancreas.” 


The pancreas of an overweight patient 


Weight reduction—of even a few pounds—is often the surest 
means of lengthening life and diminishing future illnesses. 


‘Dexedrine’ Sulfate curbs appetite, makes it easy for the patient 
to adhere to a low-calorie diet and thus to reduce weight safely— 
without the use (and risk) of such potentially dangerous drugs as thyroid. 


Smith, Kline & French Laboratories, Philadelphia 


Dexedrine® Sulfate eases. 


A most effective drug for control of appetite 


in weight reduction 


*T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 


P 
° . . 
elixir 


New life for the living | 


When the patient resigns himself to mere existence during the middle period of life, 
depression can so easily get the upper hand. The seemingly endless, 

daily routine of living is approached with apathy, inertia and 

lack of interest; and the patient’s own outlook on life drags him down 

the path to eventual break-up—physical as well as mental. 


For such a patient ‘Dexedrine’ Sulfate is of unequalled value. 

Its uniquely ‘“‘smooth”’ antidepressant effect restores mental alertness 
and optimism, induces a feeling of energy and well-being. 

By helping to revive the patient’s interest in daily affairs, 
‘Dexedrine’ has the happy effect of bringing back Jife for the living. 
Smith, Kline & French Laboratories, Philadelphia 


Dexedrine* Sulfate 


the antidepressant of choice tablets « elixir 


*T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
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Shreveport Times 


J. P. Sanders, M.D., president-elect of the National Academy (extreme left) shown with the newly-elected 
officers of the Louisiana chapter (left to right): Joel Gray, M.D., president; M. C. Wiginton, M.D., president- 
elect; E. L. Carroll, M.D., first vice-president; S. L. Gill, M.D., second vice-president; Janie Topp, M.D., secre- 


tary; and John Atkinson, M.D., treasurer. 


NEWS FROM THE STATE CHAPTERS 


Pans are well underway for the two-day scien- 
tific session to be presented by the Indiana 
chapter at the Athenaeum in Indianapolis. The 
program, which will be held April 10 and 11, 
will include lectures, discussions, and exhib- 
its. Among the guest speakers for the scien- 
tific session are Dr. Arlie Barnes of the Mayo 
Clinic; Dr. J. P. Greenhill of Chicago; and 
Dr. Hayworth N. Sanford of the University 
of Illinois Medical School. Mr. M. G. Herme- 
tet from National Headquarters office will be 
guest speaker at a luncheon the second day 
of the meeting. Mr. Hermetet will discuss the 
ways and means in which the National Acad- 
emy serves its members. 

At the Louisiana chapter's fourth annual 
convention held recently in Shreveport, the fol- 
lowing were elected: President, Dr. Joel Gray; 
president-elect, Dr. M. C. Wiginton; first vice- 
president, Dr. E. L. Carroll; second vice-presi- 
dent, Dr. S. L. Gill; secretary, Dr. Janie Topp; 
and treasurer, Dr. J. W. Atkinson (See cut). 
The Woman's Auxiliary to the Louisiana chap- 
ter also held elections. Mrs. George D. Feld- 
ner is the president. Other officers include Mrs. 
Edwin R. Guidry, president-elect; Mrs. Samuel 
L. Gill, vice-president; Mrs. Hollis T. Rogers, 
recording secretary; and Mrs. John W. Atkin- 
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son, treasurer. Two projects were adopted at 
the auxiliary’s recent assembly—participation in 
the National Building Fund and the selection 
of the “GP Wife of the Year.” 

Several opportunities for postgraduate work 
are now open to the general practitioner. Bay- 
lor University College of Medicine, Waco, 
Texas, will present a postgraduate course March 
27, April 3, 10, 17, and 24. The fee for the two- 
hour instruction periods is $25. The course is en- 
titled “Anatomy of the Female Pelvis.” 

The Fifteenth Annual Postgraduate Institute 
of the Philadelphia (Pennsylvania) County 
Medical Society will be held in Philadelphia, 
April 24 through April 27. Scientific lectures 
and clinical conferences of interest to physicians 
in general practice will be featured. Further in- 
formation is available from the Society, 301 
South 21st Street, Philadelphia 3. 

A course in “Psychiatry in General Medicine” 
will be given at Mount Sinai Hospital, New 
York City, once a week from January 9 to May 
22. The program is primarily clinical and is in- 
tended specially for the general practitioner. It 
will be presented by Dr. M. Ralph Kaufman 
and staff in affiliation with Columbia Univer- 
sity. 


Review courses have been scheduled by the 
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To improve 


circulation 


in the extremities 


Priseoline 


Orally effective vasodilator 


Numerous reports on Priscoline have shown favorable results in 
a wide range of peripheral vascular diseases. By decreasing angio- 
spasm, Priscoline frequently relieves pain and, by increasing the 
blood supply to the periphery, it promotes healing of ulcers and 
improves function. 

Priscoline® (benzazoline) hydrochloride is available in 
tablets of 25 mg. and in 10 cc. multiple-dose vials, each cc. con- 
taining 25 mg. 


Indications : 


Raynaud's Disease In addition, various ex- 
Buerger ’s Disease : perimental indications 
Obliterative Arteriosclerosis 


are given in the liter- 


Causalgia Wri 

Post-Thrombotic Conditions Welte for com 

Fresthise plete information and 

Prognostic Agent before samples, , 
Sympathectomy 


© phermaceuticat Products, Inc., Summit, New Jersey 


2/1635 
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University of Michigan Medical School's De- 
partment of Postgraduate Medicine at Ann 
Arbor. The titles and dates of the courses are as 
follows: “Rheumatic Disease,” April 2 to 6; “Al- 
lergy,” April-9 to 13; “Diseases of the Blood,” 
April 16 to 20; “Roentgenology, Diagnostic,” 
April 16 to 20; “Ophthalmology Conference,” 
April 23 to 27; “Recent Advances in Therapeu- 
tics,” May 3 to 5; “Neurology, Clinical,” May 14 
to 17; and “Electrocardiographic Diagnosis,” 
August 27 to September 1. 

March 5 through March 9 at the Mount 
Zion Hospital, San Francisco, the University of 
California School of Medicine is offering a 
postgraduate course for the general practitioner. 
Several of the subjects to be covered are: “Non- 
operative Management of Intestinal Obstruc- 
tion,” “Diagnosis and Treatment of the More 
Common Cardiac Disorders Including the 
Arrhythmias,” “Diseases of the Breast,” “Com- 
mon Proctological Problems,” and “Treatment 
of Common Fractures.” 

“Clinical Pathology” is the title of a course 
to be given by the University of Texas Post- 
graduate School of Medicine. The fee for the 
course, which will begin March 29 and con- 
tinue through April 19, is $10. Classes will be 
held in the auditorium of the M. D. Anderson 
Hospital. 

New techniques and advances in the care and 
treatment of crippled children will be empha- 
sized during the 1951 annual convention of the 
National Society for Crippled Children and 
Adults. The meeting will be held in Chicago, 
October 3 through October 6. 

In a course to be presented by the American 
College of Chest Physicians March 26 to March 
30 at Hotel Warwick in Philadelphia, recent 
developments in all aspects of the diagnosis and 
treatment of chest diseases will be stressed. Fee 
is $50. 

The second Annual Postgraduate Seminar of 
the Alabama chapter was presented January 
17, 18, and 19 in Birmingham. The program 
consisted of scientific lectures, laboratory ses- 
sions, and ward rounds. Dr. R. B. Robins was 
guest speaker at a banquet. 

In Manitowoc, January 4, the Manitowoc 
County (Wisconsin) chapter presented guest 
speakers Clem O. Miller, Ph.D., and Adrian 
Kameraad, Ph.D., on a program which was en- 


titled “Quality Control of Drugs” (See cut). A 


E. C. Cary, M.D., president of the Manitowoc County 
chapter and president-elect of the Wisconsin chap- 
ter (center) talks with Adrian Kameraad, Ph.D. (left) 
and Clem O. Miller, Ph.D. (right). 


discussion period followed the talk. Guests of the 
chapter were the druggists of Manitowoc 
County. 

A one-day seminar on “Cancer Detection” 
was presented by the Southwestern Ohio So- 
ciety of General Physicians in collaboration 
with the College of Medicine, University of 
Cincinnati, December 10. The Society also held 
a seminar on “Cardiology” in co-operation with 
the College of Medicine, January 25 through 
March 1. 

The Maryland chapter, co-operating with 
the University of Maryland School of Medicine, 
presented a day of postgraduate lectures De- 
cember 7 at the University Hospital, Baltimore. 

“Three New Electrical Modalities for Prac- 
tical Use by the Family Doctor” was the sub- 
ject of a scientific session held by the New 
York Academy of Medicine, December 20. A lec- 
ture, demonstration, and discussion were in- 
cluded. 

In collaboration with the College of Medicine 
of the University of Iowa, the lowe chapter 
presented a postgraduate course in “Obstetrics- 
Gynecology and Cardiology for the General 
Practitioner” in Des Moines, January 25. 

The December issue of the J.A.M.A. contains 
a list of the postgraduate courses being offered 
during the period January 1 to July 15. The list 
is divided according to clinical subject, and one 
section is devoted to General Practice. 

Dr. James E. Bovaird, president of the New 
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Hypochromic 


in Children 


there is nothing better than 
pleasant tasting 


MOL-IRON LIQUID 


MOLYBDENIZED FERROUS SULFATE 


Investigators stated: ““We have never had other iron salts so 
efficacious... our results have been striking... increases in 
hemoglobin were dramatic and rapid...” 


White’s Mol-Iron has been carefully evaluated in the treat- 
ment of iron-deficiency secondary anemia. It has proved to be 
more effective than unmodified ferrous sulfate’?* and excep- 
tionally well tolerated.** 


Supplied: Mol-Iron Liquid—bottles of 12 fluid ounces. 
Also Mol-Iron Tablets—bottles of 100 and 1000. 


Mol-Iron with Liver and Vitamins (capsules) in bottles of 100. 
Mw EW: Mol-Iron with Calcium and Vitamin D (soft gelatin capsules) 
in bottles of 100. 


WHITE LABORATORIES, Inc., Pharmaceutical Manufacturers, Newark 7, N. J. 


1. Dieckmann, W. J., and Priddle, H. D.: Am. J. Obstet. & Gynec. 57:541 (1949). 2. Chesley, R. F., and Annitto, J. E.: 
Bull. Margaret Hague Mat. Hosp. / :68 (1948). 3. Dieckmann, W. J. et al.: Am. J. Obstet. & Gynec. 59 :442 (1950). 4. Kelly, 
H. T.: Pennsylvania M. J. 5] :999 (1948). 5. Neary, E. R.: Am. J. Med. Sc. 2/2:76 (1946). 


GP © Volume Ill, Number 3 


My 
Q ) 
Vy — 
148 


Hampshire chapter, informs us that this group 
has divided the state into north and south areas 
for purposes of postgraduate instruction. Meet- 
ings are held one day every two months in each 
area. The instructors for the southern part are 
supplied by Tufts Medical School and the 
New England Center Hospital in Boston. The 
Dartmouth Medical School and the Hitchcock 
Clinic, Hanover, supply instructors for the 
northern part of the state. 

The South Dakota State Medical Association 
is planning to hold its annual meeting June 3 
through June 6 in Aberdeen and has designated 
the last day as General Practice Day. The 
newly-organized South Dakota chapter will 
hold a luncheon and election of officers on this 
day. Mr. Mac F. Cahal will be a guest speaker. 

The Minneapolis (Minnesota) chapter will 
hold a meeting in conjunction with the Minne- 
sota State Medical Society April 30 in Rochester. 
Principal speaker will be Dr. Walter C. Alvarez. 
Newly-elected officers for this group are Dr. 
Herman Drill, president, and Dr. E. C. Oppen, 
vice-president. Dr. Alexander J. Ross was re- 
elected secretary-treasurer. Elections took place 
at a meeting held recently in Minneapolis. 

The St. Paul (Minnesota) chapter will meet 
jointly with the Ramsey County Medical So- 
ciety on May 28 in St. Paul. Mr. Mac F. Cahal 
has been invited to address this meeting. 

Dr. Walter C. Alvarez addressed the North 
Suburban Branch of the Chicago (Ilinois) 
Medical Society on December 11. His subject 
was the “Vanishing Art of Diagnosing with the 
Eyes and Ears.” 

At a meeting of the Delaware chapter De- 
cember 10 Dr. Joseph Hughes, professor of 
psychiatry at the Woman’s Medical College, 
Philadelphia, was guest speaker. His subject 
was “Methods of Treatment of Anxiety States 
by General Practitioners.” At a business meet- 
ing held later, the following officers were re- 
elected: Dr. Harold Tarrant, president; Dr. J. 
Jesse Selinkoff, vice-president; Dr. Harry Taylor, 
treasurer; and Dr. H. T. McGuire, secretary. 

At a recent meeting held by the Dallas 
(Texas) chapter, Dr. E. R. Cox was elected presi- 
dent, Dr. George V. Launey, vice-president, and 
Dr. Harry R. Vassallo, secretary-treasurer. 
Other groups have recently held election of 
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officers. In Oriskany at its recent meeting, the 
Oneida (New York) County chapter elected Dr. 
Henry N. Reid president. Other officers include 
Dr. Hannibal Paolozzi, vice-president, and 
Dr. Carl Ellsworth, treasurer. Dr. Charles H. 
Alessi was re-elected secretary. 

Dr. E. S. McLarty is the president of the 
newly-organized Galveston County (Texas) 
chapter. Vice-president is Dr. E. H. Klatt, and 
secretary-treasurer is Dr. E. F. Jones. 

Re-elected officers of the Erie County (New 
York) chapter are: Dr. Max Cheplove, presi- 
dent; Dr. Donald E. Donovan, vice-president; 
Dr. Robert W. Lipsett, secretary; and Dr. Ar- 
thur C. Hassenfratz, treasurer. 

At a recent meeting, the Spokane (Washing- 
ton) chapter elected Dr. R. McC. O’Brien presi- 
dent. Vice-president is Dr. Fred Harvey and 
secretary-treasurer, Dr. Bert Jacobson. 

St. Elizabeth’s Hospital of Youngstown, Ohio, 
has recently established a Section of General 
Practice. 

The Council on Medical Education and Hos- 
pitals of the American Medical Association pub- 
lished a list of residencies approved since April, 
1950, in the December 23 issue of J.A.M.A. In- 
cluded in the list were the following general 
practice residencies: Methodist Hospital of 
Southern California, Los Angeles; Mercy Hos- 
pital, Muskegon, Michigan; Benedictine Hos- 
pital, Kingston, New York; Bradford Hospital, 
Bradford, Pennsylvania; and Madison Rural 
Hospital and Sanitarium, Madison College, 
Tennessee. Last April, the Council reported 
94 residencies in general practice in 32 dif- 
ferent hospitals. These programs are organized 
and approved under a new section of the Es- 
sentials of Approved Residencies and Fellow- 
ships, adopted in December of 1948. 

Buffalo General Hospital of New York has 
initiated a general practice internship, a rotating 
service for interns who desire to prepare for gen- 
eral practice. Interns who wish to go beyond the 
single year may have an additional year of ro- 
tating internship or apply for a program of 
straight internship in medicine or surgery and 
the residency program. Application blanks for 
appointments may be obtained from Dr. Fraser 
D. Mooney, Director, Buffalo General Hospital, 
100 High Street, Buffalo 3. 
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AMPINS®* of Atropine Sulfate are recommended in the new Civil Defense Manual AG 11-1, 
“Health Services and Special Weapons Defense” as the antidote for nerve gas poisoning! 


This vital manual, now in the hands of 
Civil Defense organizations, states that 
the weapon most likely to be used 
against civilians in chemical warfare 
is deadly nerve gas—fatal in a few min- 
utes to an hour! The most effective 
treatment, according to the manual, 
consists of immediate intramuscular 
injections of atropine sulfate. AMPINS 
were selected because of the ease and 
speed with which they are administered. 


The average AMPIN injection time 
is 24.7 seconds'—72.4% faster than any 
other common injection method! 

If disaster strikes and life depends 
upon the proper utilization of every 
precious second—there can be no doubt 
that AMPINS fill an urgent need! 
Every Civilian Defense organization 
should be stockpiled with AMPINS of 
Atropine Sulfate against nerve gas 
poisoning! 


AMPINS, as a device, have been accepted for advertising in publications of the American Medical Association. 


Special AMPIN of Atropine 
Sulfate 2 mg. (1/32 gr.) 

U. S. Government 
Specifications, developed 

by Strong Cobb in coopera- 
tion with Army Chemical Corps. 


1. Cadmus, R.R.: Medication Cost 
Study, Modern Hospital, Sept., 1950. 


*Reg. U. S. Pat. Off., U, S. Patented and Patents Pending. 


PHARMACEUTICALS SINCE 1833 Cleveland 4, Ohio (PROFESSIONAL PRODUCTS DIVISION) 
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: DISTRIBUTED IM CANADA BY 
kr} WINGATE CHEMICAL CO., LTD., 


AMPINS ARE 
SO EASY TO USE! 


Anyone—professional or 

first aid personnel—can 

learn their use in a few 

minutes! The special AM- 

PIN of Atropine Sulfate is 

devised for ultra-simple ad- 

ministration. By means of 

—— ao a lace attachment which 

pete é may be grasped between 

the teeth for quick removal 

from case—even 1-armed or 

temporarily handicapped 

persons may use AMPIN 

for self-injection or treat- 
ment of others! 


AMPINS are presterilized, 
automatic hypodermic in- 
jectors—syringe, ampul, 
solution and needle, all in 
1—ready for immediate use 
— disposable — faster, more 
Since nerve gases act so injection methods! 
rapidly, if necessary, dis- 


regard sterile procedures 
and inject through clothing. 


Remove needle cover. 


AMPINS save lives . . . save time that 
Break tip of ampul. Place physicians or civil defense personnel can devote to the count- 
po gehen finger at tip of less urgencies arising every minute! 
San Gos oe This special AMPIN is available only to or through state and 


sure breaks tip of ampul, municipal Civilian Defense organizations; hospital and indus- 
ements trial groups organized for Civilian Defense may-also participate. 


BE PREPARED! Write now for full information on 
AMPINS of Atropine Sulfate 2 mg., U. S. Govern- 
ment Specifications, for use in nerve gas attacks! 


STRONG COBB & CO., Inc, (Professional Products Division) 
2654 Lisbon Road, Cleveland 4, Ohio 


() We would like more information and quantity prices on AMPINS of ATROPINE 
SULFATE 2 mg. (1/32 gr.) 1 cc., U.S. Government Specifications. 


(CD We would like to have your representative call upon us. 


MD. TNE ; 
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irritability, nervousness, head- 
aches, abdominal distention, 
_ backache, and other unpleasant 
symptoms which constitute the 
syndrome known as 1 
tension,'2.3 


REFERENCES: 1. Gray, L. A.: South. M. J. 34: 1004 
(1941). 2. Frank, R. T.: Arch. Neurol. & Psychiat, 26: 
1053 (1931). 3. Greenhill, J. P., and Freed, S. C. 
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BILLINGSWORTH BLUECHIP bustles and burps from one big 
deal to another, mingling mergers with bluepoints and bourbon 
and proxies with Pilsener and mutton pot pie. 


Between times, Mr. Bluechip huffs and puffs at his board of 
directors, and grumbles of gas on the stomach. 


In other words, old B. B. is just like a million other business bigwigs 
who know all about capital assets and obsolescence, except as applied 
to the epigastrium. They don’t feel sick, but they don’t feel 

well — and they aren’t going to feel any better as long as 

they cherish their foibles and follies and mock the mandate of 
mellowing years to mend their ways at the table. 


‘There’s no one way to handle the Billingsworth Bluechips and their willful adherence 
to habit. But it’s said that “the commonest cause” of digestive distress in patients 
over forty is low grade biliary dysfunction. And such being the case, DEPANCOL 

will often serve an important two-fold purpose: (1) To afford prompt relief 

from the classic complaints — flatulence, bloating, dyspepsia, etc. — thus encouraging 
the patient’s early cooperation in a long-range corrective program; and 

(2) To flush and activate the sluggish biliary system, thus encouraging restoration 
of normal function by physiologic means. 


Dehydrocholic Acid 


) a } C O [ substance equivalent to 


Pancreatin U.S.P. 4% gr. 
in an enteric coated tablet 


|.\ Bottles of 50, 500, and 5,000 enteric coated tablets, 
available at your druggist. 


‘© Average: 1 or 2 tablets 3 times daily, with or after 
meals. 


GHILEGOTT 


owsox or The Maltine Company 


MORRIS PLAINS, NEW JERSEY 
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It’s a big “NO” to 


when you start 
babies on Gerber’s 


new hypo-allergenic RICE CEREAL. 
Contains no yeast. No malt. Low 
crude fiber (0.3%) and thorough 
cooking assure high digestibility. 
Mothers simply add milk or for- 
mula and serve! 


For variety, alternate with Gerber’s 
other relatively hypo-allergenic ce- 


erbers 


busimess ! 
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real— BARLEY. Where no apparent 
grain allergy exists, Gerber’s OAT- 
MEAL and CEREAL FOOD (wheat) 
make extremely satisfactory start- 
ing cereals. All have added iron, cal- 
cium, B-vitamins. 


Samples! Gerber’s Cereal “Quads” 
in miniature sample boxes for your 
young-mother patients plus Baby 
Foods Analysis Folder. Write on 
your letterhead to Gerber’s Baby 
Foods, Dept. 103-1, Fremont, Mich. 


BABY FOODS 


FO00S AND = 
NUTRITION 
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| from 
Musculoskeletal Pain 


Arthralgen (Arthralgesic Unguent) 
was formulated to bring quick and lasting 
relief from joint and muscle pain. 


Arthralgen effects (1) Rubefaction via thymol 1% 
and menthol 10%; (2) Analgesia via methyl salicylate 
15°; (3) Vasodilation via methacholine 


chloride 0.25%. 


Penetration—A unique ointment base containing 
selected wetting agents to lower surface tension, 
assures rapid, thorough skin penetration. 


Indications—A valuable adjunctive topical analgesic 
for the muscle, joint and nerve pain of arthritis, 
sprains, lumbago, synovitis, bursitis, neuritis 

and myositis. 

Available in 1-oz. collapsible tubes 

and half-pound jars. 


ARTHRALGESIC UNGUENT 


«LABORATORIES 
DIVISION NUTRITION RESEARCH LABORATORI 
CHICAGO 11, ILLINOIS 
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Cc. 


Patient Sleeps 
Undisturbed 


THROUGH 


GRATIFYING RELIEF 
FROM 


urinary 


frequency 


Many patients under treatment for 
urinary tract infections—with 


Urinary frequency promptly antibiotics, the sulfonamides, or other 
relieved in 85% of cases.* specific therapy—carry on their 


Pain and burning decreased normal pursuits, through urinary 
in 93% of cases.* analgesia with orally administered 
Pyridium. 


*From analysis of symptomatic relief in 118 cases treated 


with Pyridium. Kirwin, T. J., Lowsley, O. S., and * Be © 
Manning, J., Effects of Pyridium in certain urogenital The complete story of Py ridium and its 
infections, Am. J. Surg. 62: 330-335, December 1943. clinical uses is available on request. 


(Brand of Phenylazo-diamino-pyridine HC!) 


Fyridiam is the trademark of MERCK & CO., Inc. 
tion, forits ofp Manufacturing Chemists 


diamino-pyridine HCl. Merck RAHWAY, NEw JERS EY 
& Co., Inc. sole distributor in 
the United States. In Canada: MERCK & CO. Limited— Montreal 
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GE X-Ray 


NEED X-RAY SUPPLIES 


in 


dence 


Put your confi 


GENERAL @@ ELECTRIC 


X-RAY CORPORATION 
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S 
MEDICAL AS” 


PACKED WITHOUT ADDED SUGAR or SALT 


and SOLD AT ECONOMICAL PRICES 


BRAND 


TOP-QUALITY DIETETIC FOODS 


We will welcome the opportunity to tell you 
the complete story about 


Diet Debight van DIETETIC FOODS 


Visit our booth #208 


during your convention stay in San Francisco 


folder containing proximate analysis of the CHERRIES e FRUIT COCKTAIL 
complete fine. ASPARAGUS e SPINACH 


PACKED BY RICHMOND-CHASE COMPANY, MAIN OFFICE, SAN JOSE, CALIFORNIA © ESTABLISHED 1919 
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(Raytheon Rad 

the indicated, 
modern treatment 

for 


NO TANGLE WITH 
TELEVISION 


(Raytheon Radar Microtherm employs 
frequencies way, way above the 
television wave range. No danger 
of interference) 


TRY (7, 


without obligation on your part. Ask 
your dealer to make arrangements 
for a free trial in your own office. 
Microtherm's many advantages include: 
Penetrating energy for deep heating 


Desirable temperature ratio between fat 
and vascular tissue 


Effective production of active hyperemia 


Desirable relationship between cutaneous 
and muscle temperature 


Controlled application over large or small 
areas 


No tuning — no electrodes — no pads — 
no shocks or arcs — no contact between 
patient and directors 


NO TELEVISION INTERFERENCE TROUBLES 


RAYTHEON 


Electronics 


RAYTHEON MANUFACTURING COMPANY 


r Microwave Diathermy) 


* WALTHAM 54, MASS. 


2Uthor; Paper 
Ul der ‘bro siti, Medicin 
of py. fail in Practi. — 
eatmens-» Offers On, ry 
Feques,, "his pa of 
DIVISION 


in functional ‘Uterine bleeding. 


An “estrogen of choice for hemostasis is ‘Premarin’... .’* 


ee 99 Estrogenic Substances (water-soluble) 
PR Wf also known as Conjugated Estrogens (equirie) 
° 
@ Tablets and Liquid 


Highly Effective - Well Tolerated - Naturally Occurring - Orally Active 


Ayerst, McKenna & Harrison Limited -22 East 40th Street, New York 16, N. Y. 
* Fry, C. O.: J. Am. M. Women’s A. 4:51 (Feb.) 1949 


5102 


a dramatie step forward 


rheumatoid 
arthritis 


“A major degree of improvement,” as a rule 
within a week, was reported in 50% of a group of 
30 patients receiving A* pregnenolone. 

In addition, eleven patients (36%) obtained 
moderate benefit.* Diminution of pain, decrease 
in swelling, and increase in mobility of 

joints and of functional capacity were noted. 


Natolone (A* pregnenolone), orally potent 
steroid, possesses definite advantages in 

the treatment of arthritis. It is effective, 

easily administered, nontoxic, and greatly extends 
duration of remission. 


Therapeutic dose: 300 up to 700 mg,., 

an average of 500 mg. per day. 

Oral dosage may be supplemented by one or 

two doses of 100 mg., deep intramuscularly, a week. 
Maintenance dose: An oral dose 

of 50-100 mg. daily if necessary may be 

sufficient to maintain improvement. 


Supplied as coated tablets of 50 mg. and 100 mg. 
each of Pregnenolone Acetate and Injectosols 
(Multiple Dose Vials) of 9 cc., 100 mg. per cc. 


*Freeman, H.; Pincus, G.; Johnson, C. W.; Bachrach, S.; 
McCabe, G. E., and MacGilpin, H.: J.A.M.A., 142:1124, 1950. 


The National Drug Company 
Philadelphia 44, Pa. 


NATOLONE 


(brand of A5 pregnenolone) 
more than half a century of service to the medical profession 


Comprehensive literature available on request 
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a practical 


in the therapy of 
rheumatic affections 


Pabalate usually provides 

better therapy for rheumatic 

affections than pure 

salicylate itself, through 

its mutually synergistic 
combination of para-aminobenzoic acid 
and salicylate.’* Reports of authoritative 
clinical tests show a higher degree of pain 
relief ... to more patients...on lower 
dosage... over longer periods... with 
greater freedom from adverse reactions.’ 
REFERENCES: 1. Dry, T. J. et al.: Proc. Staff Meetings 


Mayo Clin., 21:497, 1946. 2. Hoagland, R. J.: Am. J. Med., 
9:272, 1950. 3. Smith, R. T.: J. Lancet, 70:192, 1950. 


FORMULA: Each enteric-coated tablet or each 
teaspoonful of chocolate-flavored liquid contains 
0.3 Gm. (5 gr.) sodium salicylate 

U.S.P., and 0.3 Gm. (5 gr.) 

para-aminobenzoic acid 

(as the sodium salt). 


A. H. ROBINS CO., INC. 
RICHMOND 20, VA. 


i 


The time encrusted empirical approach to 

cough therapy—with its “picture of confusion, 
contradiction and neglect”’—can now 

be replaced by sound, rational non-narcotic 

treatment, thanks to the pioneering studies 

of Boyd et al.,’? demonstrating that 

glyceryl guaiacolate is the most powerful 

of expectorants commonly used. Robitussin — 

the antitussive-expectorant with specific drug action — 
provides glvcervl guaiacolate for increasing respiratory 
tract fluid, together with desoxvephedrine, for its 
bronchial-spasm-relieving’ and its mood-improving actions — 
in an aromatic syrup that is highly patient-acceptable. 


A. H. ROBINS CO., INC. «© RICHMOND 20, VA. 


Robitussin 


promotes useful cough... 
minimizes harmful cough 


CARTILAGE 


SMOOTH 
MUSCLE 


PSEUDOSTR 
CIL. EPITH. 


ALVEOLI! 


GLAND 


Cross section 
through bronchus 
(2 mm. diameter) 


References: 


1. Boyd, E. M. and Lapp, S.: J. Pharma- 
col. and Exper. Therap., 87:24, 1946. 
2. Connell, W. F. et al.: Canad. M.A.J., 
42:220, 1940. 3. Novelli, A. and Tain- 
ter, M. L.: J. Pharmacol., 77:324, 1943. 


Formula: 

Each 5 cc. (1 teaspoonful) contains 
100 mg. glyceryl guaiacolate and 1 mg. 
desoxyephedrine hydrochloride, in a 
palatable aromatic syrup. 
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Detection 


patient’s chances for longevity. One million diabetics 
remain undetected in the United States.* The diabetic must be detected before it is “too late.” 
Selftester—for the general public, is a simple home test for the detection of urine-sugar. Its pur- 
pose is to help discover the hidden diabetic and bring him to the physician for adequate care. 


Control must complete 


A well-controlled diabetic is less susceptible to infection and acidosis. The incidence 
of vascular complications, retinitis, gangrene, and renal intercapillary glomerulosclerosis 
is reduced with vigorous control. “Too little” is the symbol of inadequate control. 


linitest for 
physician and patient 


Clinitest (Brand) Reagent Tablets dispense with external heating and cumbersome 
laboratory apparatus in the detection of urine-sugar. The tablets provide a simple, 

rapid, inexpensive method for adequate diabetic control resting upon the cardinal principles 
of diet and insulin administration guided by the urine-sugar level. 


Selftester to detect a *Joslin, E. P., Postgrad. Med.: 4:302 (Oct.) 1948. 
Urine-sugar Selftester trademark 
ucla Clinitest to control Clinitest trademark reg. U. S. and Canada 


(sy AMES COMPANY, INC. + ELKHART, INDIANA 
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From Youth to Age 


Benzestrol Covers Your Estrogenic Problems 


‘‘Benzestrol, in my experience, provides prolonged beneficial effects . . . 
Undesirable side reactions, . . . were not encountered in my experience .. . 
In general also there seemed to be quite a decided improvement in the vague 
arthropathies and hypertensions associated with the menopausal syndromes.”’* 


The Effective, Non-toxic, Synthetic Estrogen 
Available in all Dosage Forms: 


Oral Tablets: 0.5 mg., 1.0 mg., 2.0 mg., 5.0 mg. 
Vaginal Tablets: 0.5 mg. 

Injectable Solution: 5.0 mg. per cc. NN 
Elixir: 2.0 mg. per teaspoonful. 
Average Dose: 1 to 2 mg. or equivalent daily. 


*Hufford, A.R.: J.A.M.A., 123, 259, (1943) 


COUNCIL ON 
PHARMACY 


= 
> 
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Schieffelin B ENZE STRO i, 


2, 4-di (p-hydroxyphenyl) -3- ethyl hexane 
Clinical abstracts, literature and samples on request. 


Schieffelin & Co. 


24 Cooper Square, New York 3, N. Y. 
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A Proved Therapeutic Resource for the 
Control of Nausea and Vomiting 


FEATURES: 


@ Physiologic—not 
pharmacologic—ac- 
tion 


© Free of antihista- 
minics, barbiturates, 
narcotics, and stimu- 
lants 


@ Nontoxic—no dis- 
tressing side-effects 


@ Works quickly— 
often with a single 
dose 


@ Very agreeable 
taste 


®@ Simple regimen 


GP @ March, 1951 


of Gastrointestinal Origin 


( Kanney KINNEY & COMPANY, Prescription Products, COLUMBUS, INDIANA 


EMETROL (Phosphorated Carbohydrate Solution) 
quickly inhibits the smooth-muscle contractions 

of the small intestine and the pars pylorica, involved 
in the vomiting mechanism.' A concomitant 
lowering of blood-sugar levels is believed to indicate 
that EMETROL helps restore the deranged carbo- 
hydrate metabolism often observed in emesis. 


Clinical experience? in 243 cases of nausea 

and vomiting, including 172 cases of epidemic 
vomiting, 43 cases of regurgitation in infants, 

17 cases of toxic vomiting, and 11 cases of 
motion sickness, has demonstrated the impressive 
efficacy of this novel therapeutic approach. 


EMETROL presents balanced amounts of levulose 
and dextrose in coacting association with ortho- 
phosphoric acid, stabilized at a physiologically 
adjusted hydrogen-ion concentration. It appears to 
provide the proper chemical environment for reducing 
hypermotility of the gut and promoting zymogen 
activation. 


supplied: Bottles of 3 fl.oz. and 16 fl.oz. 
1. Bradley, J. E.: Address before the Clinical Session, A.M. A., 


Washington, Dec. 6, 1949. 
2. Bradley, J. E.; et al.: J. Pediat. 38: 41 (Jan.) 1951. 
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Sitting 


pretty... 


That’s the clinical picture 
shown by the infant started 

and maintained on SIMILAC 
from birth to birthday. 

Zero curd tension, adequate 
vitamin C supply and 1'. tol 
calcium-phosphorus ratio are 
but a few of the reasons why... 


is so similar to 


human breast milk that 


there is no closer equivalent 


SIMILAC DIVISION « M & R LABORATORIES [) Columbus 16. Ohio 
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A HIGHLY POTENT 
LIPOTROPIC COMBINATION 


AVAILABILITY 


Solution Sirnosito] 
is supplied in 1 pn 
bottles and is avail- 
able on prescrip- 
tion throuch all 
pharmacies. 
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SIRNOSITOL 


CHOLINE AND INOSITOL 


With Solution Sirnositol, lipotropic therapy can be 
put on a sound basis. This new lipotropic combination 
permits adequate dosage to be administered, enhanc- 


ing the efficacy of therapy. 


CONCENTRATED. Each tablespoonful 
(15 cc.) of Sirnositol contains 7.41 Gm. of choline 
gluconate (equivalent to 3.0 Gm. of choline base) and 


0.75 Gm. of inositol. This quantity given three times 


daily provides a good dosage of each active ingredient. 


PALATABLE. The choline gluconate and 
inositol have been dissolved in a pleasantly flavored, 
sugar-free, aqueous vehicle. 


WIDELY USEFUL. Solution Sirnositol is 
indicated whenever lipotropic therapy is required — 
in many hepatic derangements, atherosclerosis, and 


prophylactically in coronary sclerosis. 


COMMERCIAL SOLVENTS CORP., 17 E. 42nd ST., NEW YORK 17,N.Y. 
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you know what is... 


pure crystalline antibiotic 
of known chemical structure 


KAPSEALS 
CHLOROMYCETIN 
CHLORAMPHENICOL 

SO mg. 
TION— To be dispensed 
only by or on the prescrip 
hon of a physician 


PARKE. DAVIS & CO 


produces rapid response 
in a wide range of infectious diseases 


Chloromycetin 


Chloramphenicol, Parke-Davis 


Supplied in Kapseals® of 250 mg., 
and in capsules of 50 mg. 


PARKE, DAVIS & COMPANY 
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ON 
ETE SALICYLATE SATURATI 


Relief of arthritic pain, the objective of therapy in joint 
involvements, is readily achieved with Salcedrox. The buffered 
sodium salicylate is more easily tolerated than salicylate alone, 
and is rendered systemically less toxic by the presence of 
calcium. The tendency to increased ascorbic acid loss is coun- 
teracted by the presence of calcium ascorbate in Salcedrox. 


Each Salcedrox tablet 
supplies: 


Sodium salicylate... 5 gr. 
Aluminum hydroxide 
gel, dried 
Calcium ascorbate 
(equivalent to 
50 mg. of 
ascorbic acid).... 1 gr. 
Calcium carbonate.. 1 gr. 


Salcedrox is highly useful whenever salicylates are indicated 
—in arthritis, rheumatoid involvements, neuromuscular af- 
fections, and rheumatic fever. It is available on prescription 
at all pharmacies. Literature supplied on request. 


THE S. E. MASSENGILL COMPANY 


Bristol, Tenn.-Va. 
NEW YORK + SAN FRANCISCO « KANSAS CITY 


TABLETS 
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antibacterial action plus _ 


@ greater solubility 


Gantrisin is a sulfonamide so soluble that 
there is no danger of renal blocking and 


no need for alkalinization. 


higher blood level 


Gantrisin not only produces a higher blood 
level but also provides a wider 


antibacterial spectrum. 


economy 


Gantrisin is far more economical than 


| 
— antibiotics and triple sulfonamides. 


less sensitization 


TABLETS Gantrisin is a single drug—not a mixture of 
AMPULS several sulfonamides—so that there is less 


likelihood of sensitization. 


GANTRISIN®—brand of sulfisoxazole 


(3,4-dimethyl-5-sulfanilamido-isoxazole) 


| HOFFMANN-LA ROCHE INC. 


Roche Park + Nutley 10 + New Jersey 
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activity, orally, 


IN A BLOOD-BUILDING, 
APPETITE-BUILDING IRON TONIC! 


errell 
1828 
CINCINNATI U.S.A 


B,, activity of at least 12 micrograms of vitamin B,, 
per oz. as determined by microbiological assay. 


Iron (ferrous gluconate) in hematinic quantities. 


B complex vitamins well in excess of known mini- 
mum daily requirements. 


Pleasant tasting, too! 


Beta-Concemin ® 
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Pediatric 


oral antibiotic medication 


the only broad-spectrum antibiotic 


avatlable as an elixir. 


One teaspoonful (5 cc.) provides 


250 mg. TERRAMYCIN HYDROCHLORIDE 

CHERRY-COLOR APPEAL 

CHERRY-MINT FLAVOR 


High dosage concentration assures therapeutic 
efficacy without requiring unwieldy dosage 
schedules. Provides convenience 

and flexibility in dosage. 


) Available at prescription pharmacies in bottles containing 1 fl. oz. iat 


Antibiotic Division CHAS. PFIZER ® CO., INC. 
Brooklyn 6, N.Y. 
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THE PATIENT 


TO RESPOND 
TO THE USUAL 
MULTI-VITAMIN THERAPY 


Only recently has medical science discovered why multi-vitamins frequently 
fail to correct symptoms of multi-vitamin deficiency. By tracing many nutri- 
ents through the body with the aid of radioisotopes, it has been proved that... 


Without minerals and trace elements, vitamins are useless. 


In addition, Minerals, Trace Elements and Vitamins are now known to play 
both a prophylactic and therapeutic role in many specific conditions, such as, 
diabetes, cardiovascular diseases, undulant fever, senile dysfunctions and the 
many conditions requiring diet. 


VITERRA provides 12 MINERALS and TRACE ELEMENTS and 9 VITAMINS 
to hasten convalescence and maintain optimal well-being. 


12 MINERALS and 9 VITAMINS 
ALL IN ONE CAPSULE 


Manganese 
Magnesium 
Molybdenum....... 0.2 mg. 


Phosphorus 
| —— Vitamin A. .5,000 USP Units 
Vitamin D....500 USP Units 


Thiamine HCl 


J.B. ROERIG AND COMPANY 


536 LAKE SHORE DR., CHICAGO 11, ILLINOIS Niacinamide 


Pantothenate 5 mg. 
Tocopherols, Type IV. .5 mg. 
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That 5 the sign for SYNTHENATE TARTRATE therapy 


...for, in the early phase of coryza, this simple treatment brings gratifying, 
often dramatic relief. 


In 65% of cases complete remission ot symptoms occurs within fifteen minutes 
after injection of 1 cc of SYNTHENATE TARTRATE-Breon, when adminis- 
tered within twenty-four hours of the first sign of a cold! 


Injection is simple...relatively nontoxic...prolonged in effect. SYNTHENATE 
TARTRATE-Breon increases cardiac efficiency and frequently slows the pulse 
rate; thus it is effective without appreciably increasing the work of the heart. 
It does not cause cardiac arrhythmias, does not stimulate the central nervous 
system, does not produce signs of anxiety. 


DOSAGE: 1 cc injected intramuscularly or subcutaneously ... repeated in 3 or 
4 hours, if required. 


SYNTHENATE 


Trademark 
TARTRATE SOLUTION 


Available at all drug stores. 1 cc ampuls 
— boxes of 12 and 25. 
Complete literature to physicians on 


o George A. Breon & Co. Ga? 


St 3 Pharmaceutical Chemists © 1450 Broadway, New York 18, N.Y. 
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VERILOID* 
Now Available in 


3 Tablet Sizes 


Veriloid, a unique 
biologically stand- 
ardized fraction of 
Veratrum viride, is 
now available in 3 
dosage units for 
maximum economy 
—1mg., 2 mg., and 
3 mg. tablets; bot- 
tles of 100, 500, and 
1000. 


*T.M. OF RIKER LAB., INC. 


THE BLOOD PRESSURE 
DROPS 


Through reduction of peripheral resistance, ~- 

Veriloid produces a significant drop in 

arterial tension. Not only is that large group of patients 
with moderate hypertension benefited, but also patients 
with severe essential and malignant hypertension. The aver- 
age dose of from 2.0 to 5.0 mg. four times daily after meals 
and at bedtime usually suffices, although individualization 
of dosage is essential for maximum therapeutic efficacy and 
avoidance of nausea. 


IMPROVES 


The gratifying feature of Veriloid therapy 

is the speed with which the distressing dis- 

comfort of hypertension is overcome. Head- 

ache disappears, easy fatigability lessens, vision has been 
reported to improve through absorption of retinal exuda- 
tions, and kidney function is increased. These beneficial 
changes, often experienced before the blood pressure has 
dropped significantly, are presumably related to the vaso- 
relaxation induced by Veriloid and the resulting improved 
tissue nutrition. Literature availiable on request. 


RIKER LABORATORIES, INC. 


8480 BEVERLY BLVD., LOS ANGELES 48, CALIF. 


A PRODUCT OF RIKER RESEARCH 
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Perandren 
helps restore 


weight and strength 


“In the fields of general surgery and medicine, testosterone com- 
pounds are being increasingly used in both men and women as a 
material aid in the restoration of good nutrition, body weight and 
strength.””! 

Surgery, fractures, burns or debilitating infections are almost 
always followed by a negative nitrogen balance. Loss of only 40 
grams per day of nitrogen from protein destruction will result in a 
daily loss of 1 kilogram of body weight.* 

Perandren (testosterone propionate U.S.P.) induces retention 
of nitrogen and promotes building of protein and tissue. Patients 
gain weight and strength and the period of convalescence is often 
materially shortened. Adequate nitrogen should, of course, be 
supplied by a high protein diet. 


1. Overstreet, E. W.: Androgen Therapy. Bull. Univ. California M. Center 1:25, 1949. 
2. Browne, J. 5.: Paper read at Postgraduate Assembly in Endocrinology on Feb, 25, 1949. 


Perandren 


Ciba 


PHARMACEUTICAL PRODUCTS, INC., SUMMIT, N. J. 


« 3 : 
In § convalescence 
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can’t “SLEEP OFF” hypertension... 


prolonged vasodilation is as essential at night as 


during the day. (One more reason why NITRANITOL 


is the most universally prescribed drug in 


the management of hypertension.) 


FOR GRADUAL, PROLONGED, SAFE VASODILATION 


CINCINNATI ¢ U.S.A. 


When vasodilation alone is indicated. Nitranitol. 
(% gr. mannitol hexanitrate. ) 


When sedation is desired. Nitranitol with Pheno- 
barbital. (% gr. Phenobarbital combined with % gr. mannitol 
hexanitrate. ) 


For extra protection against hazards of capillary 
fragility. Nitranitol with Phenobarbital and Rutin. 
(Combines Rutin 20 mg. with above formula.) 


When the threat of cardiac failure exists. Nitranitol 
with Phenobarbital and Theophylline. (% gr. mannitol 


hexanitrate combined with % gr. Phenobarbital and 1% grs. 
Theophylline. ) 


: 
‘ 
> 
= 
ae 
| | 


MAJOR RESPONSE. 


Veratrite, for routine use, is a reliable hypotensive agent without serious 
side-effects. Circulatory improvement, a gradual fall in blood pressure, and 
a new sense of well-being can be obtained without complicated dosage 
schedules or daily dosage adjustments. Economy —a point of importance 
in long-range therapy—is in favor of Veratrite in the management of 
the great majority of hypertensive patients. 

Supplied: Bottles of 100, 500, 1000 at prescription pharmacies every- 


where. 


LITERATURE AND SAMPLES ON REQUEST 


Each VERATRITE Tabule contains: 
Veratrum Viride 3 CRAW UNITS* 
Sodium Nitrite 1 grain 
Phenobarbital grain 
Beginning Dose: 2 tabules t.i.d., 
after meals. 

*Biologically Standardized for toxicity 
by the Craw Daphnia Magna Assay, 


IRWIN, NEISLER & COMPANY DECATUR, ILLINOIS 


GP @ Volume ill, Number 3 


Of 
at PERTEN 
1 
\\4 - 

¢ 
178 


amost 
significant 
advance 


TROMEXAN 


ethyl acetate 


new, safer, oral anticoagulant 


Throughout the exhaustive studies on TROMEXAN, involving many hundreds of cases, 


this new anticoagulant has proved singularly free from the dangers of hemorrhagic 


complication. Other advantageous clinical features of TROMEXAN are: 


1 more rapid therapeutic response 
(therapeutic prothrombin level in 18-24 hours) ; 


«« smooth, even maintenance of prothrombin level 
within therapeutic limits; 


5) more rapid return to normal 


(24-48 hours) after cessation of administration. 


In medical and surgical practice . . . as a prophylactic as well as a therapeutic agent . . . 
TROMEXAN extends the scope of anticoagulant treatment by reducing its hazards. 
Detailed Brochure Sent on Request. 


TROMEXAN (brand of ethyl biscoumacetate) : available as uncoated scored tablets, 
300 mg.. bottles of 50 and 250. 


P| GEIGY COMPANY, INC. 
g Pharmaceutical Division, 89-91 Barclay St., New York 8, N. Y. 
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When the physician prescribes KOROMEX, his choice has 


9 


been literally assured...of satisfaction and safety to 


© 


the patient. > > Since 1925, KOROMEX has not only 
pioneered the way to personal feminine hygiene, but 


with its scientific development and promotion of sound 


KOROMEX DIAPHRAGM 


AN ACCEPTED 
STANDARD OF QUALITY 


design and material, has established a formula for safety. 


> 


© 


ACTIVE INGREDIENTS: BORIC ACID 2.0% OXYQUINOLIN 
BENZOATE 0.02% AND PHENYLMERCURIC ACETATE 


0.02% IN SUITABLE JELLY OR CREAM BASES k ( R 


A CHOICE OF PHYSICIANS 


=> 
= 


HOLLAND-RANTOS COMPANY, INC. « 145 HUDSON ST., NEW YORK13, N.Y. MERLE L. YOUNGS, PRESIDENT 
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20,000 
units 
of 


penicillin 
ina 
Slowly-dissolving — 


hard candy 
base 


They look and taste delicious and are, 
welcomed by young or old—assurance 
that your patients will follow the 


prescribed dosage regimen. 


PONDETS* PENICILLIN TROCHES 


For local treatment and prophylaxis 
of oral infections caused by penicillin- 
sensitive organisms. 


*Trade Mark 


Wieth Incorporated, Philadelphia, Pa. 


‘ a 
One Pondet 
4 provides 
: 
h igh local 
levels 
astin 
2) 
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Women patients with cosmetic sensitivities 
want clinical relief —but this relief 
must not be at the expense of good grooming. 


Thus it has to be Almay — because Almay has a 
background of years of scientific research in the field 

of hypoallergenic cosmetics together with the essential 
manufacturing knowledge. As a result of this, the Almay line 
of creams are suitable both medically and esthetically. 


Cosmetically Elegant 
Dermatologically Desirable 
Hypoallergenically Adequate 


Almay Hypoallergenic Creams will appeal strongly to your 
fastidious patients. Available perfumed or unscented for every 
possible cream use: Cold Cream for normal or dry skins; 
Greaseless Cream for oily skin; Liquefying Cream for normal or 
oily skin; Almatone for all types; Hand Cream; and Cold Cream 
Soap. Also Powder Base and Make Ready for mcke-up bases. 


VAW AY TUAW 
hypoallergenic 


ALMAY pivision of Schieffelin & Co. 


22 COOPER SQUARE, NEW YORK 3, N.Y. 


ACCEPTED FOR ADVERTISING 
IN PUBLICATIONS OF THE 
AMERICAN MEDICAL ASSOCIATION 
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the 
DEXTROGEN 
Pnfant 


Ready to use and in liquid form, Dextro- 
gen is a concentrated infant formula, 
made from whole milk modified with 
dextrins, maltose, and dextrose. In addi- 
tion, it is fortified with iron to compen- 
sate for the deficiency of this mineral in 
milk. Diluted with 1% parts of boiled 
water,* it yields a mixture containing proteins, fats and 
carbohydrates in proportions eminently suited to infant 


feeding. In this dilution it supplies 20 calories per ounce. 


The higher protein content of normally 


diluted Dextrogen—2.2% instead of 
1.5% as found in mother’s milk— 
satisfies every known protein need of the 
rapidly growing infant. Its lower fat con- 
tent makes for better tolerability and 
improved digestibility. 


Dextrogen serves well whenever artificial feeding is indi- NOTE HOW SIMPLE 
TO PREPARE 


All the mother need do 

is pour the contents of 

formula preparation is desirable. g 
a properly cleaned 
quart milk bottle, and 
fill with previously 


3 
THE NESTLE COMPANY, INC. 


to feed. * 
COLORADO SPRINGS, COLORADO . 


cated, and is particularly valuable when convenience in 


*Applicable third week and thereafter; 1:3 for first week, 1:2 for second week. 
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4854 
The 
original 
Helmholtz 
ophthalmo- 
scope 
from the 
inventor’s An 1851 horse and wagon eventually 


own got the doctor to his patients—just as 
drawing the first Helmholtz ophthalmoscope per- 
mitted a measure of critical diagnosis. 
But what a change in eye appeal and 
utility in a short hundred years, both in 

transportation and instruments! 

Three of our present Welch Allyn 
employees have actually been making 
ophthalmoscopes for more than half the 
century since the invention of the instru- 
ment. They have contributed to many 
major improvements. Their skill and tire- 
less experimentation have helped build 
the superb instruments responsible for 
Welch Allyn’s present position as the 
world’s largest ophthalmoscope makers. 

With the constant help and encourage- 
ment of both GP’s and ophthalmologists, 
our research continues on an increasing 
scale toward our goal of ever-finer Welch 
Allyn ophthalmoscopes. 


4954 An early Welch 


All lectric 
The world’s largest selling <iiatmane. 


ophthalmoscope — the Welch ith direct illu- 
Allyn No. 110 


Electrically Iluminated Diagnostic Instruments 


WELCH ALLYN, Inc. 
Auburn, N.Y. 
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MENOPAUSAL: 


“Careful comparisons of a mixture of 

| estrogen and androgen with prepara- 

D R A L A tions containing estrogen or androgen 
| alone revealed that 70% of the patients 


preferred the mixture.” 


S. J. GLASS, M.D. 
(Refer to article this issue) 


TEST-ESTRIN 


(MARLYN) 


The ORIGINAL mixture of ANDROGEN plus ESTROGEN in physiologic ratio 


TEST-ESTRIN TABLETS 
For buccal or sub-lingual administration 
Full Strength 

A-Estradiol U S.P. 0.5 m 
Freedom from side effects of estrogen alone 
Half Strength 

A-Estradiol U S.P 0.25 mg 
Testosterone Crystalline 1.25 mg 


Dual effect of mixed steroids produces 


Smoother physiological transition 


TEST-ESTRIN INJECTABLE 
10 cc. vials for p. 1 admini ion 


Greater sense of confidence and well-being 


In Sesame O1l —each cc. contains 


A-Estradiol U S P. 1.0 meg. Literature on Request 
Testosterone Prop. 10.0 meg. 


In aqueous suspension —each cc. contains 


A-Estradiol U S.P. 1.0 mg. 


Testosterone Crystalline 10.0 mg. CIN 
MARLYN 


MARLYN CO., INC. * 309 N. Edinburgh, Los Angeles 48, Cal. 
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R TO SPEED CONVALESCENCE 


with Synthetic Vitamin A 


o- 2-Or-=2 


The multivitamin preparation 
of therapeutic proportions 


without fishy after-taste. 


Prescribe THERA-VITA* ‘Warner’ 
to meet increased vitamin 


requirements and to facilitate 


recovery in viral or bacterial 


respiratory tract infections and 
debilitating disorders. Also for 


intensive therapy of vitamin 


deficiencies encountered in allergic 
disorders, pregnancy, postoperative 
convalescence, inadequate diet, 
hyperthyroidism, gastrointestinal 


disturbances, metabolic disorders. 


DOSAGE: One to three capsules daily as required. 

PACKAGE INFORMATION: THERA-VITA*, Therapeutic 

Vitamin Capsules ‘Warner, are available in 
bottles of 25, 100, and 1000 capsules. 


You are welcome to visit our Booth #319 at the 4 
1951 meeting of the AAGP in San Francisco. 


WILLIAM R. WARNER 
Division of Warner-Hudnut, Inc. § 
*T. M. Reg. U.S. Pat. Off. NEW YORK LOS ANGELES ST. LOUIS 
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When dissolved 
slowly in the 
buccal sulcus..; 


LOZILLES 


Tyrothricin-Propesin Lozenges 


...non-sensitizing 


effective 


..-2 mg. tyrothricin per lozenge 


topical 


...no systemic absorption 


analgesic 


--. sustained relief 


.-- high salivary concentrations 
of tyrothricin 


therapy 


White Laboratories, Inc., Pharmaceutical Manufacturers, Newark 7, N.dJ. 
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Is something missing 
from your 

pediatric picture? 

q 


ALHYDROX apsorseD Pert-Tet 


BUILDS MAXIMUM... DURABLE IMMUNITY 


Alhydrox Increases Dip-Pert-Tet Antigenicity — In 
actual usage as well as reported clinical studies 
it has been shown that Dip-Pert-Tet Alhydrox 
produces uniformly superior levels of serum 
antitoxins, !:?:3 


Alhydrox Reduces Dip-Pert-Tet Reaction Frequency — 
Prove it to yourself, Doctor... vaccinate 25 
patients with a plain or alum precipitated 
combination and another 25 patients with 
Cutter Dip-Pert-Tet Alhydrox. You will see 
for yourself that there is a minimum of local 
reactions with Alhydrox adsorbed Dip-Pert-Tet. 


Depend On Dip-Pert-Tet Alhydrox—for simultaneous 
immunization against Diphtheria, Pertussis, Tet- 
anus. High pertussis count — each cc. contains 
30,000 million Phase 1, H. pertussis organisms. 


Insist on CUTTER 
DiP-PERT-TET 


FIRST NAME IN COMBINED 
TOXOIDS 


*Cutter Trade Name. + Dip-Pert-Tet Alhydrox—Purified Diphtheriaand 
Tetanus Toxoids and Pertussis Vaccine com- 
bined, Aluminum Hydroxide adsorbed. 

. Miller, J. J., Jr., and Ryan, 

ary Louise. The Duration 

of Serologic Immunity, Ped- 
riatrics 1:8, Jan., 1948. 

. Lapin, Joseph L., Combined 

Immunizations. Advances in 

Pedriatrics, Vol. IV, Inter- 


CUTTER LABORATORIES «@ BERKELEY, CALIFORNIA 
Producers of famous purified Dip-Pert-Tet Plain, a prod- 
uct of choice for immunizing older children and adults. 


science Publishers, Inc., 
New York, 1949. 


3. Costello, Cyril, Improved 

ethods in Combatting 

Tetanus, J. Missouri M. A., 
46:582, Aug., 1949. 
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Atvyorox’ 
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Plaques 


RAND) 


Each tablet contains: 
Veratrum viride 100 mg. 


DEVOTED TO THE BETTERM Mannitol hexanitrate % gr. 
OF THE PUBLIG HEALTH AND TH Rutin 10 mg. 
Phenobarbital % gr. 


ADVANCEMENT OF THE GEN 
PRACTICE OF MEDICINE AND SUR 


®@This handsome plaque, denoting membership 
in the Academy, is still available at the Head- 
quarters Office. It is nine by eleven inches and 
made of simulated bronze. The price of $3 in- 
cludes postage and embossing your name on the 
plaque. All orders must be accompanied by pay- 
ment. Please print your name as you wish it to 
appear. 


STOP URINARY INFECTION 


URISED Chimedie 


URISED arrests urinary infection 


for effective 
treatment of 


HYPERTENSION 


VERUTAL Tablets (RAND) 
CONTAIN Veratrum 
VIRIDE plus other 
ACTIVE AGENTS. NO 
SINGLE DRUG IS SUF- 


As the methenamine, salol, methylene blue and 
benzoic acid in URISED (Chimedic) are excreted in 
the urine, they exert their antibacterial action along 
the entire urinary tract. 


URISED overcomes pain and spasm 


URISED (Chimedic) exerting the specific actions of 
atropine, hyoscyamine and gelsemium, overcomes 
smooth muscle spasm along the urinary tract and 


FICIENT FOR THE COM- 
PLETE TREATMENT OF 
THIS COMPLEX DISEASE. 


provides rapid relief of pain, urgency, dysuria, fre- 

quency, which accompany urinary infection. 

Clinical trial package and 
literature on request 


RAND) pharmaceutical co., inc. 


albany, n. y. 


SAMPLES AND LITERATURE ON REQUEST 


CHICAGO PHARMACAL CO. 


5547 N. Ravenswood Ave., Chicago 40, Ill. 
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WITH Especially designed for local application, the 
Aero-Kromayer may be used with a variety of 


applicators that permit pin-point focusing. It is 
i A i 0 U i A particularly useful for orificial work. 
AERO KROMAYER This new, improved lamp has a burner housing 
“ cooled by AIR instead of water, using new 
principles of aero-dynamics—no water tubes to 
kink, no water system to clean. 


The burner operates in any position and delivers 
a constant ultra-violet output—the perfect solu- 
% tion to the problem of local application. 


Write Dept. HANOVIA| Chemical & Mfg. Co. 


GP-3-51 Newark 5, N. J. 


UNTIL her physician can observe and treat her 
symptoms, many a woman, even today, faces the 
failing fires of the menopause with confusion... 


Physicians who are no longer satisfied with the limited action 
of replacement therapy alone, are electing to use a MORE 
COMPREHENSIVE TREATMENT for menopausal disturbances. 
Specifically designed for this purpose, Tablet Phen-Orivan, 
Dorsey provides, in addition to estrogenic substances: 


Thyroid to stimulate metabolism and promote a feeling 
of well being; phenobarbital and hyoscyamus to hasten 
relief by sedative and antispasmodic action. 


EACH TABLET PHEN-ORIVAN, DORSEY CONTAINS: 


Ext. Hyoscyomus 
Estrogenic substance 
occurring, water-solu 
sulfate 


THE SMITH-DORSEY COMPANY, LINCOLN, NEBRASKA ¢ BRANCHES AT LOS ANGELES AND DALLAS 
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in acute upper respiratory tifections 


Promptness of response to therapy is 
essential in these infections to accelerate 

the patient's recovery and prevent the 
spreading of infection. Acute laryngotracheal 
bronchitis (H. influenzae). acute 

follicular tonsillitis (Str. pyogenes 

and streptococcic pharyngitis? + 

are among the conditions in which 

uniformly favorable responses described 

as “excellent” and “prompt” have 

been obtained with this new antibiotic 

agent. In pharyngitis particularly. 

it has been noted that Terramyein 

given orally appears to be 


5 


extremely effective.” 


CRYSTALLINE 


HYDROCHLORIDE 


The growing clinical literature continues to stress: 


against organisms of the bacterial and rickettsial as 
well as several protozoan groups. 


in acute and chronic conditions affecting a wide range 
of systems. organs and tissues, 


1. Herrell, Heilman, F. and Wellman, W. E.: 
Inn. New York Acad, Se. 53:448 (Sept. 15) 1950. 
on 2. Herrell, W. Heilman, R.: Wellman, W. and 
250 mg. capsules.-bottles of 16 and 100; Bartholomew, L. A.: Proc. Staff Meet. Mayo Clin. 
5-183 (Apr. 12) 1950. 
100 mg. capsules. bottles of 25 and 100; (apr. ERO. 
3. Knight, V.: New York State M. J. 50:2173 (Sept. 15) 1950. 
4. Dowling, H. F.; Lepper, M. Caldwell, and 
Spies, H.W: Ann. New York Acad. Se, 53:433 (Sept. 15) 1950, 


50 mg. capsules, bottles of 25 and 100, 


5. Schenck, H. Po: M. Clin. North Ameria 34:1621 (Now) 1950. 
Brooklyn 6, 


\ Decade of Progress in Antibiotic Therapy 
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to the physician : to the patient 


Positive terminal F No overhose required, 
anchorage at the toe, 
enabling hose to be drawn 


on the leg under tension 


thus eliminating 
unattractive bulkiness, 
uncomfortable weight 
and unsightly wrinkles. 
Hardly discernible from 
give a unique sheath-like service weight nylons, 


SUSPENSION SUPPORT. ACE ELASTIC HOSIERY 
\ 


and fastened at the 
cuff to garters to 


Resulting two-way is sheer and form-fitted 


pressure .. . around the . ». may be worn anywhere 


leg and along its length 
. . . provides greater 
support to the leg 
structures with lighter 
weight hosiery knit of 


...in the office, shopping, 
at the theatre, in 
comfort and in style. 


fashioned by 
makers of 


nylon-covered 
rubber thread ( 


May we send you a professional brochure on Ace Elastic Hosiery 
together with our new simplified Calcufit chart for accurate fitting? 


for ACE ELASTIC HOSIERY. 


Dr 


Street 


City. 


Zone State 
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Index to 


Abbott Laboratories opposite 16 | 


Ascher, B. F., & Co., Inc 

Ayerst, McKenna & Harrison, Ltd.. 159 
Becton, Dickinson & Co... ..193, 194 
Bischoff, Ernst, Co., Inc 

Borden Company, The 

Breon, George A., & Co 

Central Pharmacal Co........... 152 
sis 
152 


Chicago Pharmacal Co...... 
Chilcott Laboratories... . opposite 
Ciba Pharmaceutical Products, 


Commercial Solvents Corp 

Cutter Laboratories... . 

Geigy Company, Inc 

General Electric X-Ray Corp..... 
Gerber Products Co......... 

Grune & Stratton, fnc........... 
Hanovia Chemical Mfg. Co.. . 
Hoffmann-La Roche. Inc... . . 168-169 
Holland-Rantos Co., Inc.........180 
Irwin, Neisler & Co..........18, 178 


609 COLLEGE ST. 
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| Mosby, C. V., and Co..... 


Kinney & Co 

Lakeside Laboratories, Inc... 3rd Cover 
Lederle Laboratories............ 126 
Liebel-Flarsheim Co. 

Lilly, Eli, & Co 

Lippincott, J. B., Co 

M & R Dietetic Laboratories. ... . 164 


| Macmillan Co., The 

| Marlyn Co. Inc.. 

| Massengill, The S. E., Co... . 
| F. Mattern 


McNeil Laboratories, Inc... 

Mead Johnson & Co 

Merck & Company, Inc 

Merrell, The Wm. S., Co... 2nd Cover 
118, 138, 170, 176-177 

. 106-107 

National Drug Co 

Nestle Co., Inc., The... . 

Parke, Davis & Co... 


| Pet Milk Company 
| Pfizer, Chas, & Co., Inc 
| Rand Pharmaceutical, Inc 


Raytheon Mfg. Co 
Reed & Carnrick 


| Warren-Teed Products Co., 


Jd 


Riker Laboratories, Inc 
Robins, A. H., Co. Inc 


Roerig, J. B., & Co. 


Sandoz Pharmaceuticals. .. 
Schering Corp.. 
Schieffelin & Co.. 
Searle, G. D., & Co... 
Smith, Kline & French 
Laboratories 8, 17, 110, 140, 
opposite 160 
190 
. 134, 135, 143 


Smith-Dorsey Co., The 
Squibb, E. R., & Sons. . 
Strong Cobb & Co., Inc.. .150-151 
Warner, William R., & Co., Inc... 186 
The.. 9 


Welch Allyn, Inc. . 184 


White Laboratories, Inc 


12, 16, 22, 148, 187, 196 
Whittier Laboratories . 104, 154 
Wilco Laboratories ‘ 13 
Williams & Wilkins. ... 112 
Winthrop-Stearns, Incorporated... 2 
Wocher, Max & Sons, Inc. .195 
Wyeth, Incorporated .10, 181 


Complete 


FOR LESS 
THAN 


A Beautiful 
Dependable 
Outfit 
WRITE FOR 
DETAILS TO 


CINCINNATI 2, O. 


Appleton-Century-Crofts, Inc..... 4 | apposite 160 
Armour Laboratories ...120-121 | 172 
...114 
185 | 
| 
= 132 | 
ee Columbus Pharmacal Co. 23 
| Richmond-Chase Co.............157 
ETHER-ANESTHESIA-SUCTION UNIT 
j 
La 
= q 


BED SORES 
INDOLENT ULCERS 
BURNS 
SCALDS 
SUNBURN 
WINDBURN 


CHAPPING 


DIAPER RASH 


ROUTINE OINTMENT FOR DERMATOTHERAPY 


CHAFING 
ABRASIONS 
DRY SKIN 


CRACKED NIPPLES 


VITAMIN A AND D OINTMENT 


promotes healthy granulation, rapid epithelial repair; 


retards scar tissue formation; is particularly helpful in 


slow-healing, indolent wounds; pleasantly fragrant. 


SUPPLIED IN 1%4-OZ. TUBES AND IN 8-OZ. AND 16-OZ. JARS 


WHITE LABORATORIES, INC., Pharmaceutical Manufacturers, Newark 7, N. J. 
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hydrocholeretic _ 
antispasmodic 


fits 
the 
pattern 


of biliary tract disorders 


By increasing both volume and fluidity of bile and relaxing the 
sphincter of Oddi and the biliary ducts, CHOLATROPIN fulfills 
both therapeutic requirements of biliary tract disorders. Com- 
bining dehydrocholic acid...for copious flow of thin bile...with 
homatropine methyl bromide...for complete freedom of out- 
flow... CHOLATROPIN permits unimpeded irrigation of the 
entire biliary tract. 


In chronic cholecystitis, cholangitis, non-obstructive cholelithia- 
sis, biliary stasis and postoperative biliary dyskinesia the dual 
action of CHOLATROPIN provides free flow and outflow of bile. 


CHOLATROPIN: Each tablet contains dehydrocholic acid 
250 mg. and homatropine methyl bromide 2.5 mg. 
Bottles of 100 and 500. 


aboratortes, INC., MILWAUKEE 1, WISCONSIN 
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vitamin A esters. 

Jounson & “Nevinie inp. 


OQ) water-soluble liquid vitamin preparations 


As vitamin needs vary throughout childhood, the 
versatility of the three Vi-Sols makes them ideal sup- 
plements. The Vi-Sols are pleasant tasting, and the 
calibrated droppers make dosage measurement easy. 


MIX WITH 


POLY MISOL | | | Ame) | | | 

f 
| oni | | FRUIT JUICE 
| 


Available in 15 and 50 cc. bottles 


OR DROP 
INTO MOUTH 


MEAD JOHNSON & CO. 
EVANSVILLE 21,IND., U.S.A. 


50 CC. 
H 
3 50 CC. 
Solution of on 
. concentrat ‘© economicdi easy-Tro-vuse 
he 
“ 
\ 
\ 
SY 


SOLUTION 
AND THIAMINE 50 CC. 


| Daimtate erraduated 
i in a 


Me 
A c 
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Q) water-soluble liquid vitamin preparations 


As vitamin needs vary throughout childhood, the 
versatility of the three Vi-Sols makes them ideal sup- 
plements. The Vi-Sols are pleasant tasting, and the 
calibrated droppers make dosage measurement easy. 


MIX WITH 
FORMULA 


| VITAMIN A | VITAMIN D | ASCORBIC ACID | THIAMINE | RIBOFLAVIN | NIACINAMIDE 


ce. pal units units 50 mg. mg. 0.8 mg. 


| 
-VI- $000 1 
| (one | ‘uote FRUIT JUICE 
CEVESOL | 


Available in 15 and 50 cc. bottles 


MEAD JOHNSON & CO. 
EVANSVILLE 21,1ND., U.S.A. 


OR DROP 
INTO MOUTH 


ad 
$0 CC. i 
| 
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